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THE HEALTH CENTER 


In endeavoring to define the term ‘‘health 
center’’ one is naturally confused by the num- 
ber and varied definitions given by men promi- 
nent in health-center development. This is in 
a great measure due to the variety and type of 
institutions defined as ‘‘health centers,’’ which 
vary in their scope of activities: Some are in- 
stitutions for the dissemination of health edu- 
cation only, while others may conduct only a 
baby conference or a venereal clinic. Some may 
carry on the many functions of the health de- 
partments, while others may be miniature dis- 
pensaries. 

As a result of the progress made in health- 
center development, we come to what may be 
construed as the ideal type, which combines all 
of the health agencies, public and private, as 
well as the welfare agencies, coérdinating their 
activities, and conducting a battle against dis- 
ease with marked emphasis on prevention. 

If it may not be considered presumptuous on 
my part, I would define a health center as ‘‘an 
institution for the promotion of the health and 
welfare of the people, made ideally possible and 
practical by grouping all of the public and pri- 
vate health, welfare and relief agencies under 
one roof.’’ 


HISTORY OF HEALTH-CENTER DEVELOPMENT 


Let us briefly sketch the history of health- 
center development. The health-center move- 
ment may be said to be about twelve years old, 
first conceived to give health service to a group 
of people in a localized area, by Dr. W. C. White, 
in Pittsburgh, Pa. A similar plan was adopt- 
ed in Milwaukee, where emphasis was laid on 
child welfare work in a definite area by Wilbur 
C. Phillips. In 1913 the New York Milk Com- 
mittee established a health center in the Syrian 
district, for little children. In Cincinnati a defi- 
nite area was taken up by tuberculosis nurses. 
In September, 1914, Dr. Goldwater, Health 
Commissioner of New York, formulated a plan 
and created a health center on the lower East 
Side, followed by a similar one in Queens. From 


this grew a chain of twelve municipal health cen- 
ters with plans formulated during Dr. Have 

Emerson’s administration as Health Commis- 
sioner for fifty-three in all. These were to be 
linked up closely with voluntary health and so- 
cial agencies and promised adequate service to 
as nearly 100 per cent. of the people as was 
humanly possible. Unfortunately, a change of 
administration nullified this splendid program. 


In Philadelphia the Child Federation co- - 


operated with the Health Department in the 
creation of health centers, concentrating strong- 
ly on infant welfare work. 


In 1914 Buffalo opened five municipal health 
centers and in 1915 both Cleveland and Phila- 
delphia developed additional centers. 


It may, perhaps, be mentioned at this time, 
that at a conference at the home of Dr. Richard 
C. Cabot, attended by Dr. Francis X. Mahoney, 
the present Health Commissioner, and the writ- 
er, as well as members of the health and welfare 
agencies, the Blossom Street Health Unit was 
created late in 1915. 


In 1917 there were about a dozen health cen- 
ters in large cities. A notable exception of a 
small town health-center development of merit 
was Norwood, Massachusetts, with a population 
of about 12,000, developing a civic health pro- 
gram. 

There was a real growth in 1919 with 49 
communities developing 72 centers, Cleveland 
having 7, Philadelphia 8, and Buffalo 5. 

In 1919, under direction of Dr. Farrand of 
the Red Cross, the latter organization took up 
as a peace-time program the launching of the 
health center as a nation-wide institution, and 
local chapters of the Red Cross were urged to 
establish throughout their communities sound 
public-health centers. Three hundred and eighty- 
five were created, and it is estimated that there 
are about 1000 health centers in the United 
States today. 


In the March, 1921, issue of the Journal of 
the American Public Health Association, Dr. 
Walter Brown, then connected with the Ameri- 
ean Red Cross and later in charge of the Mans- 
field, Ohio, demonstration, said, ‘‘that the prop- 
er development of the health-center idea is the 
next big step in public health, with sociologists 
agreeing that in the health center we have a 
piece of social machinery of great value for at- 
tacking socio-medical problems demanding so- 
lutions, ’’ 

I take the liberty of adding to the above that 
the health center, through its personnel, has be- 
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come the great local medium for the dissemina- 
tion of the principles of preventive medicine. 


TYPES OF HEALTH CENTERS 


The types of health centers created are va- 
ried; some are county demonstrations in which 
the entire health and welfare activities of a 
county are pooled, with the services available 
for the entire county. 

Alameda County, California, furnishes the 
most striking example of a county demonstra- 
tion, with 52 health and social welfare agencies 
housed together. Dutchess County, New York, 
is another. 

Some health centers are centralized and others 
are decentralized demonstrations. 

In small cities or towns, where practicelly all 
of the health, social and welfare activities are 
housed in the one health center, there is cre- 
ated a centralized type, of which Norwood, Mas- 
sachusetts is a shining example. 

In the larger cities there are decentralized 
activities, with a chain of health centers serv- 
ing the various sections in which they are lo- 
cated, with a responsible administration in the 
central office. Philadelphia (Penn.) with 10, 
Cleveland (Ohio) with 7, and St. Louis (Mo.) 
with 10, are examples of decentralized health- 
center activities in large cities. 

A brief survey of a few cities, counties and 
towns, in the United States, made a short while 
ago, shows the following existing health centers: 


Buffalo, N. Y. 7 Cleveland, Ohio 7 
Cincinnati, Ohio 1 Detroit, Mich. Several 
St. Louis, Mo. 11 Albany, N. Y. 2 
Baltimore, Md. 1 Milwaukee, Wis. 3 
Philadelphia, Penn. 10 Minneapolis, Minn. 1 
Washington, D. C. 8 New Haven, Conn. 1 
Manchester, N. H. 1 Portland, Me. 2 
Augusta, Me. 1 Canton, Ohio 1 
Knoxville, Tenn. 1 Harrisburgh, Penn. 1 
Dunkirk, N. Y. 1 Oswego, N. Y. 1 
Binghamton, N. Y. 1 Schenectady, N. Y 1 


There are 30 health centers scattered through- 
out the smaller cities of New York, due to the 
stimulus of the New York State Health De- 
partment, who endorse strongly health-center 
development. 

New York City has 64 municipal baby wel- 
fare stations concentrating strongly on infant 
and child hygiene. There are several excellent 
private health centers, of which the East Har- 
lem Health Center is the most prominent and 
active in health-center development. This ex- 
periment, financed by the American Red Cross 
and housing a large number of health, social 
and relief agencies, including the various 
branches of the New York Health Department, 
has done most excellent work and occupies a 


most prominent place in American health cen- 
ters. 


CREATION OF A HEALTH CENTER 


As a result of experience obtained to date, 
let us at this time presume to outline the estab- 
lishment of a health center, with the necessary 
essentials and program to be followed. 

The fundamental principle in the creation of 
a practical and modern health center is the 
correlation of all the health and social agencies, 
whether public or private, under one roof, with 
the beneficent results derived from the con- 
tact of the workers. From this must result a co- 
ordination of the activities with the doing away 
of duplication and waste of efforts. 

In the planning of a health center, location 
is an essential factor and it must be apparent 
that, logically, the usual ideal location will be 
where the need is greatest for teaching the les- 
son of preventive medicine. In cities it will 
naturally be in that neighborhood where ideal 
sanitation and hygiene is a great problem, where 
baby welfare must be emphasized, where im- 
provement of housing conditions must be sought 
for, where a campaign against tuberculosis may 
need to be waged. 

It is essential that an earnest endeavor be 
made to explain and prove to the people in the 
district that the aim and purpose of the center 
‘*is to help the people and to keep them well, 
and to render every human service possible for 
the prevention of disease.’’ It becomes the duty 
of the newly created health center to interest 
itself in every condition detrimental to the 
health of the neighborhood in which it functions. 


Only by convincing the community that our 
program is sound, can we thoroughly establish 
ourselves on a firm and successful footing. All 
local existing health and welfare agencies, 
whether public or private, should be carefully 
studied and all essential activities of merit in- 
cluded in the proposed development. Local con- 
ditions may determine essential services needed, 
but one cannot have too many meritorious ac- 
tivities necessary in disease prevention: Exist- 
ing gaps will be discovered and missing needed 
services in the community supplied. 

In order to properly promote the principles 
of preventive medicine it is important that only 
such services that are truly prophylactic in their 
nature and type, be a part of the health cen- 
ter, leaving the curative field to the practition- 
er, hospital and existing dispensaries. Only in 
that way can we make the health center em- 
phasize prevention of disease, and we should 
render only such treatment which may be classi- 
fied as truly preventive. 

We will presume correctly in the assump- 
tion that in the modern health center will be 
found the various activities of the Health De- 
partment, which must necessarily include ma- 
ternal and baby welfare, epidemiological ser- 
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viee, food and sanitary inspectors, dental service 
for young children, facilities for transmission 
of varied sera therapy for the prevention of 
various communicable diseases; in short, a de- 
centralization of Board of Health activities, so 
that service may be brought right into the local 
neighborhood. 

Health being a positive thing, and disease a 
negative abnormal condition, it becomes the 
paramount duty of those responsible, to do 
everything possible to maintain the health of the 
people, by a constant campaign of disease pre- 
vention and health education, and the health 
center must become the local focus for health 

Nursing organizations offering various ser- 
vices, anti-tuberculosis agencies waging a cam- 
paign against tuberculosis, school physicians and 
school nurses in the district, and many others, 
can be enumerated as essential cogs in the health- 
center machinery. 

It is obvious to every well-trained physician 
and social worker that the connection between 
poverty and disease is so close that there has to 
be codrdination and marked coéperation between 
health work and family welfare. Bringing to- 
gether the workers of these two distinct groups 
in the health center results Mh time-saving and 
the creation of a better piece of work. 

It is important to remember that the modern 
physician is being trained for the field of pre- 
ventive, as well as curative medicine. On the 
other hand, campaigns are being waged for the 
education of the public with regard to the value 
of prophylaxis, routine medical examinations 
and other available services for the promotion 
of health and increase of longevity. 

There is yet too much unnecessary sickness 
and suffering, with consequent loss of life and 
economic waste, and it is here that the physician 
ean play his part. The private physician is the 
most important asset in public health work, and 
he must be properly regarded as a very im- 
portant factor in the success of a local health 
center. He should be linked up with the same 
and his codperation should be eagerly sought. 

While there has been much progress in public 
health knowledge, the work is still in its early 
stages. We must disseminate fully the knowl- 
edge we have of hygienic methods of living dur- 
ing infancy, childhood, adolescence and maturi- 
ty. Such an educational health program aims 
and hopes in time to reduce to a minimum the 
need of medical care. A proper effort along 
educational lines from a health center usually 
results in a splendid response by the people who, 
after all, want to be well. ; 

It is no longer necessary for us to sit in our 
office waiting for patients and things to do, 
when there is so much to be done. . 


ORGANIZATION 


The success of the individual center depends, 
of course, upon a proper organization with prop- 


er codperation by all contributing agencies. We 
will not endeavor to take up much space with 
outlining the organization necessary, except 
to briefly state that the various health and wel- 
fare agencies and services must contribute solid 
moral support to plans agreed upon and ear- 
ried out by a d'érector in charge. He must be 
surrounded by a representative advisory com- 
mittee, so far as possible composed of people 
actively interested in the leading medical, nurs- 
ing and welfare organizations in the city and 
district where the health center exists. We can- 
not emphasize again too strongly the necessity 
for the codéperation of the physician in the dis- 
trict, who should be freely consulted as to the 
plans and policies of the health center, and who 
should function, if possible, in the preventive 
program. 

The ideal principle at the present moment 
seems to be the dissemination of knowledge of 
the value of prevention of disease, with marked 
emphasis on actual prophylaxis. Yundamental- 
ly, we are trying to promote the health of the 
people, and if we believe in the progressive 
principles of preventive medicine developed in 
the last fifty years, we must adhere as closely . 
as possible to the following program : 


We must begin by giving the ——- moth- 
er proper pre-natal instruction. Upon the birth 
of a child, infant welfare guidance, and after 
two years of age the youngster must be carefully 
earried through the pre-school-age period, re- 
ceiving correct physical supervision through 
that most important age, so that we may be 
able to turn over to the school nurse and school 
physician, for their watchful care, a child physi- 
cally able to cope with the class-room problems. 
In adolescence and adult life we must impress 
upon the individual the value and virtue of 
routine medical examinations, which may be 
properly defined as physical stock-taking. Em- 
phasis must then be laid on careful living, prop- 
er hygiene, etc. In the creation and rounding- 
out of the above service, a health center becomes 
a powerful potent factor in the life of the in- 


dividual, and becomes a community housewhere 


one will come for health and welfare relief. 


THE BLOSSOM STREET HEALTH UNIT 


A very brief allusion has been made to the 
creation of the Blossom Street Health Unit, 
maintained by the City of Boston, and at this 
time, perhaps, it would be proper to show just 
how closely we have adhered to the concept 
outlined in this paper, in reference to the forma- 
tion, development and carrying on of the health- 
center activities. 

rganized in November, 1915, it was opened 
on February 1, 1916, at 17 Blossom Street, in 
the West End section of Boston, supported and 
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maintained by the Health Department of the 
City, with the following agencies actively co- 
operating and housed on the premises: the 
Health Department of the City of Boston, Con- 
sumptives Hospital Department, Instructive 
District Nursing Association, Milk and Baby Hy- 
giene Association, visiting physician of the Bos- 
ton Dispensary, and the Hebrew Federated 
Charities. 

All of these organizations were functioning 
in the West End at the time, but scattered in 
different headquarters, with no two agencies 
housed under one roof. Briefly, a call for a 
district physician for the poor had to be left 
at either a drug store or at a settlement house. 
A request for a visiting nurse had to be left 
at a church, where were located their headquar- 
ters. A desire for vaccination or other Health 
Department services either had to be obtained 
at the Chardon Street Home or at the Health 
Department headquarters. The Boston Sana- 
torium nurse for consumptives had her head- 
quarters at the Elizabeth Peabody House and 
at another private residence, and the Jewish 
Federated Charities had an office of their own 
in the district. 


All of these agencies were doing splendid 
work in the district, but the value of bringing 
them together under ox roof and correlating 
their activities can readily be appreciated by 
anyone of the slightest analytical mind. The bene- 
fit to the community can readily be seen and the 
response immediately proved the long-felt want 
for such a center. 

We take great pride in stating that every one 
of those agencies are still with us at the Unit and 
contributing tremendously to the program of co- 
operation and proper service to the people in the 
district. 

An endeavor was immediately made to fa- 
miliarize the resident population with the aims, 
endeavors and purpose of the Health Unit, and 
health exhibits, baby shows and lectures along 
medical lines were held from time to time, with 
splendid results. 

Upon the entrance of the United States into 
the World War, the activities of the Health 
Unit were suspended, and the building was 
turned over for draft board work, legal advisory 
board conferences and other meetings conducive 
to the winning of the war. Upon the cessation of 
hostilities, the Health Unit was again reopened, 
and since 1921 has steadily gained in services, 
personnel, additional organization, and its re- 
sults are perhaps best emphasized by a tremen- 
dous increase from day to day, week to week, 
month to month, and year to year, in services 
rendered to the community. 

Miss Mary Beard, Director of the Community 
Health Association of Boston, in a paper out- 
lining a health center, before a session on Com- 
munity Organization for health work at the Na- 
tional Nurses’ Convention at Atlanta, Ga., on 
April 20, 1920, pointed out the danger and de- 


fects of absolute independence of various health 
organizations, formed to combat some menace to 
health, functioning without codrdination. She 
points out the many able health agencies func- 
tioning in Boston, but without a correlation of 
activities. 

She ably maps out her conception of an ideal 
center functioning in the following manner: 

The agencies housed under one roof, with a 
service organizer in charge. 

Her program calls for a representative neigh- 
borhood committee as well as nursing and medi- 
cal committees. She suggests, as essential ser- 
vices, pre-natal classes, well baby conferences, 
dental clinics and diagnostie services. On her 
list of other essentials are anti-tuberculosis ser- 
vices, also well child conferences, with emphasis 
on nutrition. 

What more need be said than that every ser- 
vice recommended in the above program as ideal- 
ly essential, is carried on without exception at 
Blossom Street, and in the conduction of the 
above services the Community Health Associa- 
tion, which Miss Beard directs, plays a very im- 
portant part. 

Too much stress cannot be laid upon the splen- 
did codperation, at Blossom Street, of the Boston 
Sanatorium, whose work is anti-tuberculosis, the 
Forsyth Dental Infirmary for Children, the State 
Department of Health, The Boston Dispensary ; 
of various charity organizations, health agencies 
and settlement houses in the district, all of which 
have played an important part in the develop- 
ment of the Unit. In short, the representatives 
of every agency housed in the Unit, from its 
inception, have worked shoulder to shoulder for 
the common good, and have proven the virtue of 
codperation and correlation. 

A splendid neighborhood conference has been 
developed, including meetings with thirty-six 
constituent agencies represented. Prominent 
men and women in public health and welfare 
work address the conference. 

Existing gaps and badly needed wants have 
been filled, and an example of this is the crea- 
tion of the dental service, contributed and sup- 
ported by the City of Boston, with the Forsyth 
Dental Infirmary in charge of the services, and 
receiving compensation from the city. This ser- 
vice alone has been of inestimable benefit in 
teaching the value of the care of the teeth of 
the expectant mother and the pre-school-age 
child. Dental service is rendered to the kinder- 
garten and first-grade child, an endeavor being 
constantly made to teach dental! hygiene rather 
than to carry on reparative work. Two full-time 
dentists and a dental hygienist comprise the 
dental staff, and that they have been on the job 
is manifested by the fact that during 1923 13,- 
304 dental services were rendered, with 1842 
children being dismissed with their mouths in 
perfect condition. 

Another important service to be mentioned at 
this time is a full-time nutrition worker, sup- 
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rted by private contribution, who is develop- 
a much-needed correct impression about the 
value of proper diet, and the importance of nu- 
trition in early childhood. 

The establishment of a Habit-Forming Clinic, 
for the eradication of the bad habits in the pre- 
school-age child, is supplying a much-needed 
want for, perhaps, the prevention of future de- 


linquency in the youngster. Well baby and well 
child conferences, posture clinics, dietetic classes, 
nose and throat service, organization of little 
mothers’ classes, health ‘plays and lectures are 
but a few of the services carried on at the Unit. 

The following chart illustrates the agencies, 
personnel and services rendered at the Unit, with 
figures for 1923: 


BLOSSOM STREET HEALTH UNIT 
ORGANIZATION 


Neighborhood Conference 
36 Agencies 


DIRECTOR OF HEALTH UNIT IN CHARGE 


1 Supervising Nurse 


1 Communicable Disease Nurse 
2 Baby Hygiene Nurses 


8 Sanitary Inspectors 
Service 
2 Dentists 
1 Hygienist 
utrition Service 
1 Nutrition Worker with Volunteer 
Assistants 


Nose and Throat Service 
1 Physician 


2. ComMuUNITY HEALTH ASSOCIATION 
1 Supervisor and 13 Nurses 
3. Boston DISPENSARY 
1 Physician 
4. SaANATORIUM 
Nurses 
5. JEwIsH WELFARE CENTER 
I Nutrition Worker with Volunteer 
Assistants 
6. 


MepicaL Apvisory STAFF 
12 Local 


7. Srare DEPARTMENT oF MENTAL DISEASES 
Habit-Forming Clinic 
1 Physician 
1 Psychiatrist 
1 Social Service Worker 


Routine medical examinations.............. 


12 Physicians 
Services 
Duties in 1923 
Contagious diseases visited..... Secnceeceses 946 
Vaccinations performed 1,552 
Vaccination certificates issued.............. 746 
Anti-toxin, anti-typhoid and toxin anti-toxin 
administered 
— examined for camps and day nurs- 
Schick tests 187 


Health information and staff assistance. . 5,028 
Instructions given to home nursing classes 


Cases visited in district................045: 2,989 
Babies visited in district...............005. 2,025 
Pre-school children 532 
Investigation of special complaints.......... 241 


Nutrition conferences and dietetic and nutri- 
ion instruction for children of pre-school 


Nose, ear and throat examinations, and ton- 
sils and adenoids operations recom- 
mended .......-. 527 
Pre-natal classes. 
Well baby conferences and home visits.... 
Well child conferences and home visits... } 33,184 
Posture classes and home visits........... 
Visits to the poor in the district........... 579 


Bedside service and care and instruction to 
the tuberculosis patients in the district. 9,815 


Nutrition conferences, classes and dietetic 
and nutrition instruction for children 
SIX 


Total services rendered in 1923............ 77 


Correction of habits of o pre-school 


age 
ganized for service late in 1923 and 
tioning. 


Advisory Committee Medical Advisory Committee 
12 Members 
Functioning Agencies and Personnel 
1. HEALTH DEPARTMENT 
1 Medical Inspector 
Dental services to pre-school, kindergarten 
and first-grade children................ 15,146 
Expectant mothers 
1,302 
child. Or- 
now func- 
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The above agencies and services are actually 
functioning at the Health Unit and are closely 
linked up with all other medical, social and 
relief agencies working in the district. 

A study of the annual reports for 1921, 1922 
and 1923, show the following interesting statis- 
ties: 


1921—49,.779 services rendered. 


1922—56.974 services rendered, an increase 
over 1921—7,195. 


1923—77,598 services rendered, an increase 
over 1922—20,624. 


The above figures show a percentage increase 
of services : 


1922, of 14 plus per cent. over 1921; 
1923, of 55 plus per cent. over 1921; 
1923, of 36 plus per cent. over 1922. 


Significant are the increased services along 
the lines of prophylaxis, in which may be in- 
cluded 13,304 dental services rendered to the 
first grade, kindergarten and pre-school-age 
child, and 1933 toxin anti-toxin administrations 
for the prevention of the contraction of diph- 
theria. 

There were 527 examinations for tonsils and 
adenoids in November and December, 1923, this 
service being approximately only two months 
old. 


Attention must be called to the general stimu- 
lus for health information, with 

857 requests in 1921, as against 2263 requests 
in 1922,—an increase of 164 plus per cent. over 
1921; 4803 requests in 1923,—an increase of 
460 plus per cent. over 1921, and of 112 plus per 
cent. over 1922. 

These figures are outstanding evidences of 
human desire in a health-center area for health 
instruction and prophylaxis and should offer 
great stimulus to further health-center develop- 
ment. 

What have we tried to do and what have we 
accomplished ? 

We have tried to link together the medical, 
nursing, social, instructive, and charitable or- 
ganizations already existing in a given district, 
and have tried to create a clearing house where 
preventive, nursing, educational and relief work 
may be done with the least duplication of effort, 
friction or delay. 

We have established the most cordial working 
relations between public and private health and 
welfare agencies, which may be properly regard- 
ed as an important contribution in health and 
social work. We have constantly added from 
time to time services undeniably recognized as 
essential in a program of prophylactic medicine. 
We have proven that people, properly ap- 
proached and acquainted with the value and vir- 


tue of such services, have speedily availed them- 
selves of the opportunity to accept the same as 
sound and essential principles. This is mani- 
fested by an increase of 20,624 services ren- 
dered to the people in our district in 1923 over 
1922. An allusion has already been made to the 
fact that these increased numbers have been in 
the field of prophylaxis. 

We have enumerated some of the activities. It 
would not be keeping pace with the time if one 
were content with what has been accomplished, 
and it is earnestly hoped that Blossom Street 
will always add to its services anything deemed 
by leading medical minds as essential in preven- 
tion of disease work. I am sure that one must 
agree that there can be nothing but beneficial 
results, both to the community in which the 
Center is located and to the workers connected 
with the Unit, who are able to do their work 
without any waste of energy or duplication of 
effort. 

Homer Calver, in his able symposium on 
health centers, says that the possibilities are 
ideal for bringing together all public-health 
agencies in a given area, bringing activities clos- 
er to the people. 

The one who can visualize a miniature health 
department, housing every social, nursing, re- 
lief and welfare agency, established in various 
sections of a city, leaving nothing undone to re- 
lieve the sick and distressed, has a true concep- 
tion of the modern health-center idea, and I 
feel strongly that we should no longer wonder 
what a health center is or should be. 

Theodore Roosevelt said ‘‘Our nation’s health 
is physically our greatest asset.’’ With this 
sound doctrine in mind, it becomes the fixed 
duty of the Health Departments to lead in the 
development of this sound ideal and to beg for 
the codperation which is sure to follow and come 
from the splendid private health and welfare 
organizations with which our great country is 
honeycombed. 

We have apparently found a sound vehicle 
for the dissemination of the principles of pre- 
ventive medicine, with consequent reduction of 
morbidity. Let us put our shoulders to the 
wheel with the principle of codperation always 
before us as a guiding star. 


PLaut ResEarcH Funp.—Dr. Edward Plaut, 
President of Lehn & Fink, Inc., New York, has 
presented the Harriman Research Laboratory 
with the sum of $3000 for the year 1924, to be 
known as the ‘‘ Plaut Research Fund for Studies 
in Internal Medicine.’’ This fund is to aid in 
the investigation of the effects of certain thera- 
peutic agents, especially the endocrine glands. 
Dr. K. G. Falk has been placed in charge of this 
work by Dr. W. G. Lyle, director of the Harri- 
man Research Laboratory. 
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HYGIENE OF THE NERVOUS SYSTEM* 
Its EMOTIONAL ASPECTS 
BY J. W. COURTNEY, M.D., BOSTON 


In my first lecture I directed attention to the 
fact that, while the autonomic nervous system 
subserves the vegetative functions of the human 
body, it is likewise the anatomic substructure of 
the emotional life. I also pointed out that, in 
the congenitally adynamic nervous apparatus, 
the associative pathways leading to the expres- 
sion of the emotions—fear in particular—are 
morbidly permeable. 


The crippling effects of fear become manifest 
at an extradordinarily tender age. Certain nat- 
ural phenomena—thunder and lightning, for ex- 
ample—almost invariably throw the nervously- 
delicate into a panic. Here the relation between 
cause and effect is quite obvious and requires no 
particular study. In a very large number of 
cases, however, this relation is not so easily dis- 
cernible, and you will find your powers of pene- 
tration severely taxed in the effort to unearth 
it. It must, nevertheless, be brought to light. 
Otherwise the formidable handicap of fear will 
retard your hygienic efforts enormously. 

To provide a formula for setting about this 
extremely important task is out of the question ; 
it is a task whose successful achievement calls 
for the utmost in tact, sympathy and con- 
structive imagination. In its pursuit you will 
frequently discover, as I have elsewhere stated, 
that a pernicious environment has created and 
fostered the fear or fears which, if you are 
successful, you will unearth. In many instances, 
and for reasons already set forth, the victims of 
these fears lack the example of parents of strong 
character, keen to appreciate and quick to avert 
many of the dangers to which children embark- 
ing upon life are exposed. In certain cases, at 
a period when such children should be leading 
the freest possible existence of healthy animal- 
ism in the open, their minds are directed toward 
religious problems depressing, not to say terri- 
fying, enough to disturb the balance of the 
sanest adult. As a result they come to regard 
the Creator as an all-knowing and all-powerful 
being, quick to punish the waywardness of his 
creatures. Into their minds is instilled the 
belief in a personal devil who stands in antithet- 
ical relation to the just and avenging God, al- 
lures to sin and tempts to the commission of 
crimes which are sure to call down upon the 
perpetrator the wrath and vengeance of the just 
but inexorable God. They hear old wives’ tales 
of sinful people who have made compacts with 
the Evil One, or who have sold their own or 
their children’s souls to him, and regard these 
fables as fact. They come to believe in miracles 
and similar supernatural phenomena, and ac- 


*Concluding lecture, giv in the spring of 1923, before the 
Department Hygiene ond Physical Education, Wellesley Col 


of lege. 


cept the crudest graphic representations of them 
with as much unquestioning alacrity as if the 
latter were instantaneous photographs. They 
are taught to examine every nook and corner of 
their consciences and to purge themselves of 
even the tiniest sin that may be lurking there. 
Death, they are warned, may come ‘‘like a thief 
in the night,’’ and the possessor of a conscience 
burdened with sin must not expect to enter into 
Paradise. This may all be most excellent doc- 
trine, but it does not conduce to the upbuilding 
of that high degree of nervous stability without 
which earthly existence is little else than an 
inferno. 

Through the ignorance of parents or nurse- 
maids, other children of the type under consid- 
eration are habitually frightened into submis- 
sion by the threatened invocation of the guar- 
dians of the law or of mythical evil spirits of 
darkness. Too much stress cannot be laid upon 
the far-reaching character of the pernicious con- 
sequences of this odious practice. 

In too many households this same type of 
child is constantly within earshot of parental 
bickerings, with the customary accompaniments 
of coarse vituperation. It is also a frequent 
eye-witness of blows exchanged either in simple 
anger or in a maniacal fury, the result of in- 
dulgence in some one of the deadly concoctions 
at present sold surreptitiously as alcoholic bev- 
erages. In such an atmosphere it lives in per- 
petual mortal terror of falling a victim to this 
parental violence. Nor is this the only menace 
which confronts it. Oftentimes its sensibilities 
are outraged by sexual exhibitions of a swinish 
indelicacy and, in the case of girls, the instances 
are not few where their moral ruin has resulted 
from paternal bestiality. 

In whatever form these childish fears present 
themselves, they must be attacked with utmost 
vigor, and eradicated. Otherwise, they become 
the very essence of the personality of the victim 
upon whom they have fastened. From the 
standpoint of practical psychology, I do not 
feel quite certain that explanatory methods are 
best for the purpose of eradication. Explana- 
tion has its place in the battle against fear, but 
the surest way to get rid of a given emotion is 
to replace it with another of a different order. 

In all subjects, regardless of age, you will 
find that certain fears are active only in certain 
places. These topophobiae must be even more 
sedulously ferreted out than other varieties, for 
they limit to a very marked degree the range 
of their possessors’ activities. When you are 
dealing with quite young children, your ac- 
quaintance with the hampering fear which is 
active in a given case will guide you in the se- 
lection of the most promising form of training 
to adopt. Let us assume that you are carrying 
on group work, and that several varieties of fear 
are represented by those composing a given 
group. By the exercise of tact, resourcefulness 
and quiet insistence, you will ultimately succeed 
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in instilling into each member of this group the 
courage to perform with zest the thing most 
feared. To succeed, you must have the codper- 
ation of all concerned. The word ‘‘fear’’ must 
be tabu, and the slightest tendency of one child 
to taunt another with his timorousness must be 
immediately and sternly repressed. A generous 
meed of praise must be allotted to every child 
on every occasion where growth of courage is 
observed. 

And here let me caution you that emulation 
should not be overstressed. A child should, I 
think, be brought to believe that a certain 
achievement is desirable for its own sake. Em- 
phasis laid upon the facility and skill with 
which somebody else has arrived at it often pro- 
duces discouragement in one who is about to at- 
tempt its accomplishment. 

I insist upon the desirability of group-work 
for your charges, regardless of age. One of the 
commonest of their fears is that of the lime- 
light. For them certain feats which are per- 
formed with perfect ease in privacy become a 
matter of utmost difficulty if spectators are 
about. This is particularly the case where a 
apg = is called upon to explain aloud what 

is about to do. And if one could compare 
the draft on the nervous energy made by the 
explanation with that occasioned by the actual 
muscular effort, it would be found that the for- 
mer was enormously in excess of the latter. 
Your hygienic endeavors in other directions may 
produce much more showy results, but I promise 
you that when you succeed in teaching a nervous 
individual to express himself with ease before 
an audience, you add incalculably to his nervous 
stability and to his success in life. Many a 
career has been seriously menaced, if not irre- 
trievably ruined, by this failure to acquire in 
early life the faculty in question. 

The leakage of nervous energy which results 
from lack of self-confidence is tremendous. <A 
striking example of it is furnished by persons 
learning to ride a bicycle. You have all ob- 
served their death-grip upon the handle-bars, 
their tightly clenched jaws, and their utterly 
grim facial expression. You know how many 
foot-pounds of energy their hearts and their 
leg-muscles are needlessly called upon to expend ; 
you know also with what utter lack of co- 
ordination this energy-waste is associated. To 
estimate this waste, you have only to contrast 


‘this picture with that of the experienced rider 


who holds his handle-bars as lightly as a writer 
does his pen and whose sole output of energy 
is through his leg muscles. 

A grain of nervous energy saved is a grain of 
nervous energy earned. In last analysis, it is 
some such maxim as this upon which are really, 
although not avowedly, built Couéism and all 

indred systems of psychotherapy. The psy- 
chology of these systems is eminently practical. 
Their founders indulge in no academic twaddle 
to the effect that the nervously adynamic indi- 


vidual suffers from a ‘‘limitation of the field of 
consciousness,’’ a ‘‘lowering of the psychologic 
tension’’ or a ‘‘dissociation of personality.’’ In 
other words, they are not tainted with the oldest 
and worst of philosophic vices,—that of endeav- 
oring to explain something in terms of that 
something’s attributes. Nor do they, like 
Freudians, avail themselves of symbolic concep- 
tions. To be sure, the use of symbols is legiti- 
mate enough, provided that, by some cumulative 
or indirect process of thought or by the fulfill- 
ment of predictions based upon the symbols em- 
ployed, we can assure ourselves that these sym- 
bols stand for actualities. But without this 
process of thought and without the fulfillment 
of the predictions in question, symbols are 
vicious and illusive, and in no way distinguish- 
able from pure fiction. Up to date the disciples 
of Freud have produced nothing more convinc- 
ing than their own unsubstantiated assertions to 
show that his symbolic conceptions do in fact 
stand for actualities. 


The founders of popular cults designed to 
build up and conserve nervous health are thor- 
oughly appreciative of the fact that the ortho- 
doxy of the schools is caviar to the general pub- 
lic. They also fully realize what cold comfort 
it is to the nervously-weak to be told either that 
they are suffering from a limitation of the field 
of consciousness or are the victims of the Edipus 
or the Narcissus complex. What is more impor- 
tant still, they are fully aware that scientific 
knowledge as to the essence of nervous energy 
does not and cannot exist, since science is merely 
a higher development of common knowledge, and 
of common knowledge on this point there is none. 
In consequence, their efforts are concentrated 
upon such measures as promise to prevent need- 
less waste of nervous energy—in fine, they fight 
emotionalism with emotionalism, a most sensible 
and commendable procedure. 


In those cults which are characterized by a 
religious or quasi-religious coloring, it is con- 
stantly instilled into the nervously-weak that, if 
they will but cultivate the proper religious 
fervor and believe implicitly that, as children of 
the All-Powerful and All-Merciful, they merit 
surcease from the misery born of their weak- 
ness, they will find it. The achievement of this 
belief connotes a high degree of emotional exal- 
tation with a concomitant quickening of the ac- 
tivities of the neuro-glandular mechanism of 
organic life, including the endocrines—hence, an 
increase in the production of nervous energy 
and a simultaneous check upon its waste. 

Where the cult has no religious coloring, the 
victim of the adynamic state is encouraged to 
believe that in his ‘‘subconscious’’ or ‘‘uncon- 
scious’’ mind, or in some other equally vaguely 
localized spot in his nervous system, there is & 
perfect reservoir of vital energy which he, in 
ignorance of its existence, has never drawn 
upon. The idea has an irresistible lure for the 
generality of mankind. Its uplift is akin to 
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that wrought by the news of a rich inheritance 
from some little-known relative. Its power to 
stimulate the automatic functions of the body 
is, in given cases, identical in degree with that of 
religious exaltation. It, like the latter, elimi- 


nates abysmal despair and replaces it with high. 


hopes. 

If the yield from the reservoir-tapping process 
is not immediately abundant, it is explained to 
the individual that he has not penetrated to the 
deeper springs. The explanation is heartening. 
By it patience and courage are renewed and 
the wastage of energy from fretfulness checked. 
From this last achievement alone, the individual 
is sensible of a betterment in his nervous condi- 
tion. And from the joy emotion which inevi- 
tably results from this inchoate sense of well- 
being, the autonomic nervous apparatus is stim- 
ulated to still further activity, more energy is 
generated, the vicious cycle previously estab- 
lished by depression is broken, repair exceeds 
waste, and, in consequence, a reserve fund of 
energy is established. 

Even after one eliminates such offensive char- 
latanry as is betrayed in the exploitation of 
‘untapped reservoirs of nervous energy’’ and 
in the demands for this energy made upon the 
Creator as a reward of moral rectitude and a 
loyal adhesion to scriptural teachings, there is 
still left to us in the various healing cults their 
sound, practical, basic principle, namely, that 
energy-wasting emotions are mainly got rid of 
by the substitution of energy-producing emo- 
tions—notably hope, patience and courage. In 
your work of substitution you have an enor- 
mous advantage over the cult propagandist in 
the shape of dependable knowledge of the phys- 
iology of the nervous system and in the oppor- 
tunity to apply this knowledge in a practical 
way to subjects whose personality is still in the 


Too much stress cannot be laid upon the value 
of the fear i ence, energy-conserving— 
work you can do for your charges in preparing 
them for the advent of puberty. This is a task 
which the average parent, for one unintelligible 
reason or another, seems disinclined to perform, 
in spite of the fact that the consequences of ig- 
norance of the true significance of this crucial 
epoch lead daily to grave forms of nervous ex- 
haustion. The functions called into being by 
the establishment of puberty are paramount as 
regards health and character formation alike, 
and it seems to me little short of criminal to 
leave budding men and women, whom future 
beings may properly hold responsible for a bad 
nervous inheritance, to learn from the ignorant 
or the vicious what should be taught by highly 
trained and clean-minded physical educators. 
The theme, in my opinion, is not one to be ap- 
proached by indirection, fanciful analogy or 
silly symbolism, but with exactly the same di- 
rectness and lack of mock-modesty that or- 
dinarily characterize a description of the 


digestive processes,—for example. Without a 
background of long experience with morbid 
psychologic phenomena, I venture to doubt your 
ability fully to realize the value of service ren- 
dered in the manner specified, but I promise you 
that it is of the highest order achievable in the 
course of your hygienic labors. 


CONGENITAL HEART BLOCK: REPORT 
OF NEW CASE 


BY ELI C. ROMBERG, M.D., BOSTON 
AND 
PAUL D. WHITE, M.D., BOSTON 


[From the Children’s Medical Service, Massa- 
chusetts General Hospital. ] 


CONGENITAL heart block is very rare. Un- 
doubtedly many cases were observed before 
graphic records were made. Perhaps many ob- 
vious cases were overlooked because such a con- 
dition was not suspected. There are thirteen 
undoubted cases of congenital heart block 
already recorded in the literature, proved by 
graphic records. Carter’ and Howland’ re- 
viewed eight cases of congenital heart block, 
seven recorded in the literature and one of their 
own. Gorter? and Smith® have each reported 
one new case of their own. Recently White,‘ 
Eustis,* and Kerr* reported two cases: one of 
proved congenital heart block in a Mongolian 
idiot where an irregular pulse was noted before 
birth ; the other, a child of six years of age, had | 
also probably congenital heart block, but there 
was a history of severe sore throat and a sus- 
picion of lues, which brings up in this case the 
question of infectious origin. Very recently two 
other cases were reported, one by J. B. y Frias® 
and the other by Barbier,® Lebée,® and Mou- 
quin.® 

Thomas Lewis says that heart block usually 
results from some lesion in the auriculoven- 
tricular bundle, the lesion nearly always being 
localized in the membranaceous septum. The 
conditions most frequently causing such lesions 
are fibrosis, with or without calcareous deposits, 
and less often gummata or indefinite infiltra- 
tions of syphilitic origin; less frequently still, 
ulcers, tumors, and necrosis involving the bun- 
dle. Various infections and pressure on the 
vagus are known to have produced it. In near 
all of the proved cases of congenital heart bl 
there was a patency in the interventricular sep- 
tum, which is very near the auriculoventricular 
bundle. Maude E. Abbott,® among others, does 
not believe that syphilis has much to do with the 
condition. Interesting clinical findings have 
been noted. Of twelve cases cardiac enlarge- 
ment was marked in five, slight in six, and not 
observed in one. Only three showed slight cyano- 
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sis; none had any clubbing. Four had one or 
more syncopal attacks. 

Hereditary heart block was cited by Fulton,° 
Judson,® and Norris,’ but was not shown in 
their graphic records, and probably does not 
exist. 

The following is a ease of congenital complete 
heart block in a child of nine months of age. 


Cc. P., an Italian female, nine months old. She was 
first seen in the Children’s Clinic, Massachusetts 
General Hospital, on April 17, 1923, Case 499214. Her 
temperature then was 98.6° and weight fourteen 
pounds, three ounces. The mother’s complaint at that 
time was that the child always cried and perspired. 

Family Ilistory: Full term, normal delivery, and 
breast-fed. Since birth the patient had been frail, 
and the midwife thought the child was going to 
die at birth. She was slightly cyanotic then. When 
she cries now she becomes cyanotic. She is fed every 
two or three hours, with irregular night feedings. 
There is no vomiting. She is always constipated. In 
addition to the breast feeding, the child is given a 
little oatmeal and crackers. She is fussy, cries all 
the time, and when she sleeps perspires. Birth weight 
was eight and one-half pounds. 

Physical Examination: A fairly well developed 
and nourished child. Rather pale, but not cyanotic, 
with only slight evidence of loss of weight. She is 
fussy and irritable. Fontanel is normal. There is a 
thin nasal discharge. Mouth: No teeth. No faucial 
inflammation. Neck: No enlargement of submaxillary 
or posterior cervical glands. Chest: Fairly good res- 
piratory cycles. No rosary or Harrison's groove. 
Lungs: Clear throughout. Heart: No enlargement. No 
thrills. No unusual precordial impulse. There is a 
faint apical impulse in the lower precordium. At the 
apex the pulse rate is 60-70. There is frequent 
arrhythmia and change of pace. The sounds are 
loud, but there is no apparent accentuation. There is 
a loud systolic murmur in the lower precordium only 
slightly transmitted to the axilla. There is a question 
of a diastolic murmur heard at apex and towards the 
sternum. No cyanosis. Abdomen: Soft, not distended. 
Spleen and liver are not palpable. No hernia. Geni- 
talia: Negative. Refleres: Knee-jerks are slight and 
equal. No oedema or clubbing of extremities. 

Recommendations: To be breast-fed regularly every 
three hours with no night feeding; fluids, cereals, 
zwieback, orange juice, and small amounts of beef 
juice as additional diet. 

Diagnosis: “Congenital heart block.” 

April 25, 1923. Temperature 98.2° Weight: thirteen 
pounds, seven ounces. Mother states that child sleeps 
a little better, but still perspires. There has been no 
fever. Bowels are constipated and the child is given 
laxatives constantly. She is bright and active and 
does not appear ill. She has always been a fussy, 
restless child. 

Notes: Apparently the child is not doing well on 
the mother’s milk, and because of that and the child’s 
age weaning is advised, with a wider diet for age. 
Heart findings still as at previous examination. 

At the Cardiac Clinic the patient was found to 
have systolic and diastolic murmurs. Rate regular 
50-60 at apex. The following diagnosis was made: 
“Congenital heart disease, probably patency of the 
interventricular septum.” 

Electrocardiogram showed a complete heart block 
ns A auricular rate of 160 and a ventricular rate 

April 28, 1923. Temperature 98.2°. Weight thirteen 
pounds, jive ounces. No improvement noted in pa- 
tient’s condition. There is nothing new in the child's 
behavior since the previous visit. 

Physical Examination: The child has a_ profuse 
nasal discharge, otherwise there is no change in her 


condition. No cardiac enlargement apparent. The 
apex is within the nipple line, and there is no accen- 
tuation of any of the sounds. 

The mother refuses to allow the child to be admitted 
to the hospital, though the entire situation is ex- 
plained to her. Wassermann reaction and Pirquet 
skin test negative (May 25, 1923). 

May 12, 1923. Temperature 99.8° Weight twenty- 
one pounds, one ounce. Since the previous visit the 
child has slept much better, is not so fussy, is more 
playful, but perspires as usual. Cyanosis never noted 
even when excited. No syncope. No cough and no 
apparent respiratory distress. Gets full varied diet 
for age. and in addition ice-cream, fish, and a little 
meat. Bowels are regular. Since her previous visit 
she has had impetiginous areas over her body. 

Physical Examination: Her condition is unusually 
good. She is brighter and not so feeble as formerly. 
It is surprising that there is no evidence of rickets. 
Musculature distinctly improved with good gain in 
weight. No perspiration. There is no cyanosis and 
no apparent respiratory embarrassment during crying 
spells. No clubbing or peripheral circulatory dis- 
turbance. Heart: The right border of dulness meas- 
ures 1 cm. from the mid-sternal line, and the left 
5 em. from the mid-sternal line in the fourth inter- 
space, within nipple and mid-clavicular lines. No 
thrill or marked cardiac impulse. In the lower pre- 
cordium and somewhat transmitted to the axilla is 
a soft blowing systolic, and a rather long diastolic 
which begins immediately after the second sound and 
continues to a little beyond mid-diastole. Systolic 
murmur at base. No evidence of congestive failure. 
The spleen and liver are not palpable, and there is 
no congestion of the lungs. 

Electrocardiogram again showed a complete heart 
block with an auricular rate of 160, and a ventricu- 
lar rate of 70. 

A seven-foot plate of the heart was taken, but the 
plates were unsatisfactory because of the extreme 
activity of the child. 
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Medical Progress 
PROGRESS IN SURGERY 


BY JOHN S. HODGSON, M.D., BOSTON 


A survey of surgical contributions of the past 
year reveals many of genuine merit. Of interest 
has been the rather radical trend of the surgery 
of chronic gastric and duodenal ulcer. This 
tendency is being noted more and more in hith- 
erto conservative centers in this country, but 
more especially in Central Europe. Whether 
this movement is justified and whether it will 
become general or lead to reactionary conserv- 
atism time alone will decide. 
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There seems to be a growing belief that the 
methods in vogue, namely, gastro-enterostomy 
with or without excision of the ulcer, have 
proved less satisfactory than anticipated. Either 
the percentage of accepted cures has been con- 
sidered too low after a long period, or the small 
percentage of unrelieved cases in the clinics 
claiming the highest percentage of success has 
served to reopen a discussion of the entire prob- 
lem. Whilst some clinics, as recently as 1921, 
have published statistics with over 90 per cent. 
of cures, other clinies have reported cures in 
not over 70 per cent. of cases. It is difficult to 
evaluate such statistics because of the many fac- 
tors concerned. 


In a recent article (Surg., Gyn., and Obstet., 
April, 1923) W. J. Mayo states that the most ex- 
perienced surgeons are doing more and more 
partial gastrectomies in duodenal and gastric 
ulcer, while the more radical group are perform- 
ing gastrectomies in practically all ulcers of the 
stomach and duodenum. 

As long as experimental investigation fails to 
disclose the etiology and pathology of gastric 
and duodenal ulcer, opinion must be based 
mainly on clinical results, and these show con- 
siderable difference. 

A few of the numerous methods of study of 
the problem during the past year will be briefly 
reviewed, then the procedure in a few of the 
clinies at home and abroad will be mentioned. 

Mann and Williamson (Ann. Surg., April, 
1923) report work done on the experimental pro- 
duction of peptic ulcer. They proceed on the 
assumption that either acid or lack of alkali is 
an important etiologic factor. According to 
their view enough alkali must be produced by 
food plus intestinal secretion, that of pylorus, 
the bile and pancreatic juice, to neutralize the 
acid passing the pylorus in normal intestinal 
digestion. They used dogs and altered the alka- 
line mechanism of the digestive tract by four 
types of experiment, viz., (1) complete removal 
of duodenum and anastomosis of first portion of 
jejunum to pyloric end of stomach, and trans- 
plantation of bile and pancreatic ducts into 
jejunum; (2) transplantation of bile and pan- 
creatic ducts into terminal ileum; (3) duodenos- 
tomy and transplantation of bile and pancreatic 
ducts into terminal ileum; (4) functional resec- 
tion of duodenum (a rather complicated 
process). In every type of experiment they were 
able to produce ulcers grossly and microscop- 
ically similar to chronic peptic ulcers in man. 
These uleers were usually in the uppermost end 
of small intestine. 

_ Sweet, Buckman et al. (Archives of Surgery, 
“lay, 1923) did experimental work on the patho- 
zenesis of peptic ulcer. They used dogs and 
tried to produce ulcers by functional high ob- 
struction, by a blind duodenal pouch, artificial 
volvulus, and chronic stasis by looping the upper 
intestines, but without success. They advance 
the hypothesis that chronic ulcer starts as an 


acute ulcer, as contended by Cruveilhier, which 
fails to heal because of the combined pull of 
muscle fibers about the margin of the ulcerated 
area. 


They then discuss Miiller’s theory that peptic 
uleer occurs in regions of the gastro-intestinal 
tract of embryologic importance, in the stomach ; 
e.g., where there are islands of intestinal glands 
interspersed with gastric glands. These glands 
of Lieberkiihn are most numerous between the 
fundus and pyloric glands. Within such glands 
he believes there can be an intracellular activa- 
tion of digestive ferment, by virtue of which the 
glands themselves and their surroundings are 
digested 

The authors suggest that should an ischemia of 
the stomach develop, these intestinal glands, 
reason of their foreign environment, might suf- 
fer a greater lowering of resistance than that 
of the normal mucosa, this asphyxiation permit- 
ting autolysis with the formation of ulcer. 
Miiller has noted the occurrence of intestinal 
glands in the immediate neighborhood of gastric 
uleer in two cases. 1 reproduces two 
schematic drawings—one from Jouvenal on the 
location of different types of glands, and one 
from Krogius on the areas of the stomach prone 
to uleer. The latter seems to correspond to the 
distribution of Lieberkiihn’s glands. Deaver 
and Reimann also report two cases of duodenal 
ulcer removed at operation, in which pancreatic 
tissue was found in the intestinal wall and with 
no connection with the pancreas. 

Carlson (Physiolog. Rev., Jan., 1923) writes on 
gastric secretion in health and disease and states 
that in studying normal individuals one finds all 
the variations seen in gastric secretion in the 
sick except possibly the extreme degree of hyper- 
secretion associated with pyloric obstruction. 
There are all degrees from hypersecretion and 
so-called hyperacidity to hypoacidity and 
achylia. So-called anomalies in disease may 
therefore have been present before. Pyloric se- 
cretion is alkaline and does not include HCl or 
pepsin. The observations of Babkin and Kel- 
ling, that the function of the fundic glands is 
depressed after resection of the antrum pylori 
for gastric ulcer, lacks experimental confirma- 
tion and seems contradicted by the work of Ivy 
and Whitlow. Carlson concludes that since in 
gastrie and duodenal ulcer we may have any de- 
gree of acidity it is evident that the ulcers per 
se do not alter the activity of the gastric glands. 

Radasch (Surg., Gyn., and Obstet., April, 
1923) writes on the distribution of acid cells 
along the dorsal curvature of the stomach, and 
their possible relation to the occurrence of gas- 
tric ulcer. These cells begin at or beyond the 
cardio-esophageal junction and extend to near 
the cardio-pyloric junction. They extend 
farthest along the greater curvature, least far 
along the lesser curvature, and an intermediate 
distance along the dorsal wall. He says that 
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75-80 per cent. of ulcers are in the pyloric por- 
tion of the stomach, with 36 per cent. on the 
lesser curvature and 25 per cent. on the dorsal 
wall. They seem to occur in a region relatively 
unprotected by acid cells. The evidence here 
suggests a relation, but is admittedly inconclu- 
sive. 

Guy (Brit. Jour. Surg., 10, 1922-23) dis- 
courses on the effect of gastro-enterostomy on 
gastric function as interpreted by the fractional 
test meal, and concludes that (1) gastrie ulcers 
are associated with delay and hypoacidity, and 
duodenal ulcers with hurry and hyperacidity ; 
(2) pyloric ulcers show an intermediate dis- 
turbance of function; (3) bile is invariably 
found in the stomach after gastro-enterostomy ; 
(4) gastro-enterostomy causes more rapid 
emptying of stomach; (5) the post-operative re- 
duction in acidity is greatest in gastric, and 
least in duodenal ulcer, where hyperacidity may 


remain, and (6) the test meai evidence supports 


the drainage theory of gastro-enterostomy. 

The foregoing data are interesting and sug- 
gestive, but in large part speculative and incon- 
clusive and serve well to illustrate the fact that 
the whole question of etiology and pathology of 
gastric and duodenal ulcer is still very much 
sub judice. Under these conditions clinical dif- 
ferences of opinion are to be expected. 

Clinical experience with the surgery of gas- 
tric and duodenal ulcer has led to numerous 
expressions of view, among which may be cited 
that of W. J. Mayo. 

Dr. Mayo states that gastro-enterostomy will 
cure more than 90 per cent. of duodenal ulcers, 
and that the Finney pyloroplasty with excision 
of the ulcer will add 5 per cent. A small remain- 
ing group of duodenal ulcers with deep excava- 
tion, which may cause severe hemorrhage, in 
which gastro-enterostomy will not relieve and 
the Finney cannot be applied, require some sort 
of partial gastrectomy. There is a wider field 
for gastrectomy in gastric than in duodenal 
ulcer. 
rate, form extensive adhesions, and often result 
in severe or fatal hemorrhage. Excision of the 
ulcer in these cases leaves at best a crippled 


In the smaller gastric ulcers, 75 per cent. of 
which are on the lesser curvature, the conserva- 
tive cautery excision of Balfour, plus gastro- 
enterostomy, will prove successful in 90 per 
cent. of cases. Extensive ulcers of the pylorus 
are best treated with partial gastrectomy and 
repair after Billroth I or II or the Balfour- 
Polya method. Cases of gastric and duodenal 
ulcer relapsing after conservative operation re- 
quire partial gastrectomy. He prefers excision 
to partial gastrectomy in moderate-sized ulcers 
of the lesser curvature. 

Balfour (Ann. Surg., August, 1923) reports 
results on 725 ulcer cases. Ninety per cent. of 
gastric ulcers are said to be on the lesser curva- 
ture. He divides ulcers into three viz.: 


Gastric ulcers are larger, slowly perfo- 


(1) Those 1 em. or less in diameter. In these he 
perforates the crater with the cautery and does 
a posterior gastro-enterostomy. (2) Those 1-2 
em. in diameter. These are potentially malig- 
nant. When they are near the pyloric end of 
the stomach and can be easily mobilized, he does 
partial gastrectomy. If distant from the py- 
lorus, local excision by the cautery, plus gastro- 
enterostomy, gives excellent results with very 
low mortality. With cautery excision, plus 
gastro-enterostomy, they have the lowest mor- 
tality rate for all types of gastric ulcer oper- 
ation, viz.: 2.12 per cent. (3) Those 2+ cm. 
in diameter. These are malignant or potentially 
so and require partial gastrectomy and repair 
by any one of the several methods. Balfour 
thinks well of Moynihan’s method of jejunos- 
tomy in certain cases. In 418 cautery excisions 
for gastric ulcer 1.9 per cent. subsequently died 
of carcinoma of the stomach, but this group in- 
cludes the inaccessible ulcer and the earlier 
eases. In duodenal ulcer excision is not im- 
perative owing to the absence of malignant de- 
generation. Excision may be considered in 
small anterior ulcers with little scar formation 
and in ulcers which have caused bleeding. The 
former are removed by cautery puncture and a 
gastro-enterostomy done. The mortality is un- 
der 1 per cent. with 85 per cent. excellent results. 

The bleeding duodenal ulcer has presented a 
new problem inasmuch as 13 per cent. of bleed- 
ing gastric and duodenal ulcers not removed at 
operation bleed after operation even when all 
other symptoms have been relieved. This type 
of ulcer is better removed. 


Deaver (Surg., Gyn., and Obstet., August,. 


1923) refers to the interesting point brought out 
by Carlson that uleer pain may be present even 
without gastric acidity, and that it may be con- 
trolled (in the presence of acidity) by the ad- 
ministration of acid as well as alkali. In fact, 
anything put into the stomach which inhibits 
stomach tonus and contractions will control 
ulcer pain. 

Deaver believes in excision plus gastro-enter- 
ostomy except for small ulcers which may be 
excised and closure made without altering motor 
function. In cases of small duodenal ulcer he 
excises or cauterizes and does a gastro-enteros- 
tomy. In large duodenal ulcers of the first por- 
tion of the duodenum where the bowel wall is 
infiltrated he does a pylorectomy and posterior 
gastro-enterostomy. He does gastro-enterostomy 
alone for cicatricial obstruction of the pylorus 
and in extensive benign ulcer of the pylorus 
where the patient’s condition prohibits extensive 
operation, reserving subtotal gastrectomy for 
later if needed. He does gastro-enterostomy 
alone in large ulcers involving much of the 
lesser curvature or posterior wall, with extensive 
adhesions. He does a circular resection for sad- 
dleback ulcers, and in ulcers of the cardia not 
amenable to excision or destruction by the 
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cautery, he does gastro-enterostomy, though 
with less satisfactory results. 

So far as the New York clinics are concerned, 
several are reported to be doing partial gastrec- 
‘omies for gastric and duodenal ulcer rather 
commonly. 

Turning to the European clinics we find many 
ardent advocates of radical surgery of gastric 
and duodenal ulcer. 

Moynihan does not consider that the results 
after gastro-enterostomy have been good enough. 
The mortality is as high as that of more radical 
operations, and it is followed too often by carci- 
noma in the ulcer which the operation fails to 
remove. He likes Balfour’s method of destruc- 
tion by the cautery because of its selective ac- 
tion on any early malignant degeneration, but 
he uses it only for small ulcers high on the 
lesser curvature associated with pylorospasm 
and retention. If the ulcer is very inaccessible 
he does either a Balfour or a gastro-enterostomy 
in Y followed by jejunostomy. The operation 
regarded as most satisfactory and used when 
possible is gastrectomy. The mortality over a 
10-year period for this operation is 1.6 per cent., 
a shade lower than that of Balfour with cautery 
excision, which is 1.8 per cent. 

In chronic duodenal ulcers he does (1) exci- 
sion of ulcer, (2) anastomosis of stomach to 
duodenum with or without excision of ulcer 
(Finney), (3) gastro-enterostomy. He likes the 
Finney and is using it more and more. 

Radical surgery of gastric and duodenal ulcer 
is being done on a larger scale in Central Eu- 
rope than elsewhere. This fact is exemplified 
in the work of Haberer, Finsterer, Von Eisels- 
berg, Lorenz, and others. 

Haberer believes that the radical removal of 
practically every ulcer, even those adherent to 
the pancreas or liver, is feasible and attended by 
very small mortality. He believes in removing 
the ulcer and the antral portion of the stomach 
so as to prevent later complications, as perfora- 
tion, hemorrhage, and malignant degeneration, 
and to get rid of the so-called acid factory of 
the stomach. This portion is considered to elab- 
orate a hormone activating the acid-producing 
fundic glands of the stomach. He believes the 
Billroth I the ideal method of repair. 

Finsterer is an exponent of radical resection 
under splanchnic anesthesia. He resects ulcers 
even if high along the lesser curvature and re- 
moves two-thirds to three-fourths of the stom- 
ach. He repairs according to Billroth I or II, 
though he prefers the latter, Hofmeister or 
Polya. He claims 94 per cent. of cures after 
‘wo years, according to this method. He has had 
a mortality of 4.4 per cent. in 407 cases, but 
only 2.3 per cent. since 1919. He has had a 
mortality of 11.8 per cent. in 144 cases after 
simple gastro-enterostomy. He has done resec- 
tions in 15 cases of ulcer with acute hemorrhage, 
with no mortality. He is a warm advocate ' of 
splanchnic anesthesia and has used it without 


ether in 89 per cent. of cases. Von Eiselsberg 
and Lorenz do a similar operation, but under 
general anesthesia as a rule. 

e in France does more gastro-enteros- 
tomies than resections. General anesthesia is 
mostly used, with some preferring paravertebral. 

Enough has been written from both the ex- 
perimental and clinical viewpoint to indicate a 
very active interest in this most important 
branch of surgery. At present the trend is to- 
ward the radical. The eventual and 
judgment will be eagerly awaited. 


Book Reviews 


Health and Disease: Their Determining Factors. 
By Roger I. Lee, M.D., Professor of Hygiene 
in Harvard University; Visiting Physician, 
Massachusetts General Hospital. Boston: 
Little, Brown and Company. 1923. 


This volume, first published in 1917, is based 
upon the series of lectures given by Dr. Lee in 
his course on Hygiene in Harvard College. In 
it the attempt is made, as he himself expresses 
it, to lay down the principles of hygiene, or, as 
we might say, the laws which should govern the 
physical and mental lives of the individual and 
the mass in order to ensure them a reasonable 
opportunity of fulfilling their allotted span of 
years and achieving this end in reasonable 
health and comfort. 

The book is designed for the laity and is ad- 
mirably adapted to its purpose. Non-essentials 
are eliminated and the langauge is simple and 
understandable, but without underestimating 
the intelligence of the average reader. Notwith- 
standing this apparent simplicity, however, the 
volume is surprisingly comprehensive and en- 
tirely devoid of the hocus-pocus which is so 
often ladled out under a mistaken impression 
of the intellectual caliber of the reader. 

The gospel of common sense prevails, the im- 
portant facts of each subject being quietly 
brought to the foreground. Thus, in a discus- 
sion of food we are told that ‘‘the important 
considerations are: a reasonable knowledge of 
food values and food balance; an appreciation 
of the importance of bulk and fresh foods; the 
establishing of good food habits in regard to 
regularity of eating and water drinking, and 
the insistencc upon the ordinary principles of 
decent cleanliness from the source of food to the 
consumer.,’’ 

Consideration of air emphasized a point that 
is too much neglected: the importance of arti- 
ficial heat and unusually low indoor humidity as 
predisposing factors to winter colds. Likewise, 
in dealing with the problem of milk the essential 
factor of bovine tuberculosis is seized upon and 
placed properly in the limelight. The possible 
very late sequelae of the communicable diseases 
are more than hinted at. , 
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It is perhaps unfortunate that the statistics 
of disease, in light of our later knowledge, have 
not been brought up to date. This oversight in 
illustration, however, does not detract from the 
general value of the book, for the principles re- 
main the same; and of increasing importance in 
view of the prominence that is now being given 
to the medical education of the laity. In such 
an education this volume should be the working 
textbook, and the physician as well may find 
much stimulation in its pages. 


The Bulletin of the Boston Health Department 
for February, 1924. 


An estimate of the Framingham Community 
Health and Tuberculosis Demonstration is pub- 
lished in this issue, and in considering the value 
of this organization the opinion is exp 
that although much was learned about tubercu- 
losis and the conditions affecting community and 
individual health, the influence was to some ex- 
tent transitory, for very little reference is being 
made now to the conclusions reached during 
the study. 

The fact that, under present conditions, it is 
impossible to escape infection in early life is 
brought out and endorsement is given to the 
theory that early tuberculous infection is usually 
beneficent in its effect through the tendency to 
confer resistance and possible immunity to active 
manifestations. 

Much of the work done is regarded by the 
writer of the article in the Bulletin as confirm- 
atory of existing knowledge relating to tuber- 
culosis, but doubt is expressed as to the effect on 
infant mortality of the large expenditure of 
money on nursing service. 

It seems unfortunate that, since there was an 
expenditure of over five hundred thousand dol- 
lars for health work under ideal conditions in a 
comparatively small community during a period 
of only seven years, more general advantage is 
not taken of the results accomplished. 

Dr. George C. Shattuck contributes an article 
on the ‘‘ Relation Between a Municipal Depart- 
ment of Health and Private Agencies in the 
Field of Nursing,’’ in which he points out the 
essential and fundamental factors inherent in 
the problems involved. He shows the respon- 
sibility imposed on private agencies in influ- 
encing the people under contact and in co- 
operating with established health departments. 
He clearly indicates the wisdom of conferences 
leading to coéperation rather than competitive 
or obstructive tactics. His belief in the extension 
of the work of health authorities in the field of 
preventive medicine and health education, espe- 
cially for children and maternity cases, is log- 
ical. A survey of the quality of Boston market 
milk is reported and should be of interest to the 
consumers. 

The publication is creditable and should be 
widely read. 


Foot and Leg. By Dr. Georce Houmann. Uni- 
versity Lecturer for Orthopaedic Surgery at 
Munich. Munich: J. F. Bergmann. 1923. 


This volume of 175 pages by Hohmann deals 
with the causes and treatment of many impor- 
tant foot and leg conditions which interfere 
with locomotion and stance. It is by no means 
a text-book of foot and leg ailments, since club 
foot, tuberculous disease, and many of the para- 
lytie affections are not included. Special em- 
phasis is placed on function and structure, 
which are well discussed. Less attention is paid 
to etiology and treatment. Much of the appa- 
ratus described is elaborate and American sur- 
geons will not all agree with the wisdom of some 
of the operative procedures advocated. The 
book is well written and profusely illustrated. 


The Mothercraft Manual. By Mary L. Reap, 
B.S., Director, Mothereraft Institute, Peoria, 


Ill. Boston: Little, Brown and Company. . 
1922. 


About every phase of the child’s development, 
even to the factors influencing the marriage of 
his parents, are considered in this volume. Cer- 
tainly no mother, after its perusal, could lack a 
sense of the responsibility she incurs in bearing 
and rearing children. The subjects treated 
vary from the elusive one of infant and child 
psychology to the matter-of-fact ones of diet 
and dress, with material drawn from many au- 
thoritative sources. If any criticism is just, 
perhaps it would be that the book is too replete 
with lists and outlines, always illustrative yet 
perhaps sometimes confusingly so. There is a 
vast difference between this book, emphasizing 
as it does psychology and education, and the 
average ubiquitous pediatric vade mecum, deal- 
ing especially with the physical care and devel- 
opment of the infant and child. 

On the whole, the author has produced an 
exceptionally good work, if one will but bear in 
mind that children are individuals, that the same 
rules do not apply to them universally, and 


that science must always be tempered with 
common sense. 


An Introduction to Surgical Urology. B 
WituiamM Knox Irwin, M.D. Aberd, FRCS. 


Edin. 180 pages. New York: William Wood 
& Co. Price, $2.50. 


Mr. Irwin’s ‘‘Introduction to Surgical Urol- 
ogy’’ reflects the sound principles of English 
surgery. There is hardly a statement in the 
book to which the reviewer can take exception, 
and the comments of the writer upon various 
urological conditions indicate extensive clinical 
experience. Nowhere in the book is the use of 
the phthalein test as an indication of kidney 
function mentioned, nor is pyelography given 
quite as much weight as it deserves in the dif- 
ferential diagnosis of renal conditions. Mr. 
Irwin favors the use of vaccines in various in- 
fections of the urinary tract. A suggestion new 
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to the reviewer is the sealing of the urethra 
in enuresis in boys, thereby necessitating their 
awakening before the bladder can be emptied. 
The chapter on prostatectomy, with its emphasis 
on pre- and post-operative care, is particularly 
ood. 

. The chapters of the book are, as a rule, based 
on symptomatology, there being chapters on 
frequency of micturition, incontinence of urine, 
diffeult micturition, hematuria, pyuria, ete. 
This arrangement necessitates frequent repeti- 
tions, as many of the symptoms occur in vari- 
ous diseases. This is the only fault which the 
reviewer could find in this book, which is other- 
wise of much merit. 


Exploration Clinique et Diagnostic Chirurgical. 
By Lesars. 907 illustrations. Paris: 
Masson & Co., 1923. 60 fr. 


This is a treatise on clinical surgical diagnosis. 
The author believes in the importance of inspec- 
tion, palpation, and percussion. He shows by 
illustrations the proper methods of performing 
these examinations on the normal individual 
and then shows many illustrations of abnormal 
findings. No operative technique or x-ray find- 
ings are discussed. Surface anatomy is brought 
out by appropriate diagrams or by outlining 
the structures on the skin of the patient before 
he is photographed. The text is well arranged. 
Methods of examination are described and a 
good deal of assistance is given in interpreting 
findings. The book covers the subject of tumors 
particularly well. It is well indexed. 


Prophylactic Use of Diphtheria Antitorin. Dr. 
James A. DouLu, Associate Professor of Epi- 
demiology, School of Hygiene and Public 
Health, the Johns Hopkins University, and 
Dr. Roy P. Sanpipge, Passed Assistant Sur- 
geon, United States Public Health Service, 
have recently published the results of an in- 
vestigation into the prophylactic use of diph- 
theria antitoxin, under the caption ‘‘Is the 
Prophylactic Use of Diphtheria Antitoxin 
Justified?’’ (Public Health Report of the 
United States Public Health Service, Vol. 39, 
No. 7, February 15, 1924). 


These investigators found that in Baltimore, 
according to the records of 508 consecutive cases 
of diphtheria, 10 per cent. of the family con- 
tacts of 10 years and under who were not given 
prophylactic antitoxin subsequently developed 
diphtheria, mostly within 30 days. Of the chil- 
dren of the same age group who were given pro- 
phylaetie antitoxin, only 1.2 per cent. were 
attacked. 

At a case fatality rate of 2 per cent., the risk 
of death from diphtheria undergone by unpro- 
tected children over that of children given pro- 
phylactie antitoxin is, for children of 10 years 
and under, in Baltimore, one death to 568 fam- 
ily eontaets. On the other hand, the best sta- 


tistical record of deaths from antitoxin shows 
one death among approximately 75,000 persons 
injected. 

Admitting that adults and older children may 
be spared prophylactic injection by being sub- 
jected to daily examination and possibly Schick 
tested, the authors believe that with young chil- 
dren the use of prophylactic antitoxin is clearly 
not only justified but demanded. 


Standards of Care for Convalescent Children. 
By Hortense Kaun. Issued by the Sturgis 
Research Fund of the Burke Foundation, 
White Plains, N. Y. 


This pamphlet of 38 pages was presented as 
an essay for a Master’s Degree at Johns Hop- 
kins University. The author has made an ex- 
haustive study of the convalescent needs of 
children, drawing much of her material from 
the Campbell Cottages, White Plains, N. Y. 

A short dissertation on the history of con- 
valescent care is given. 

In conclusion the author states that the con- 
stantly increasing number of convalescent insti- 
tutions indicates that there is a growing realiza- 
tion of the need for country convalescent care. 
Two important points made are that the home 
should operate all the year round, and that no 
limit should be put on the patients’ stay. 

Convalescent treatment consists essentially of 
regular hours for sleep, play, work, rest and 
meals; a well-balanced diet; supervised exer- 
cise; and a therapeutic occupation with contin- 
uation of schooling and some beginning voca- 
tional guidance. 


UNITED STATES VETERANS BUREAU 


The organization of a new division in the 
United States Veterans Bureau to handle all 
matters pertaining to guardianship has been 
authorized, it was announced recently by Gen- 
eral Frank T. Hines, director of the Bureau. 

The new division will function under the Con- 
trol Service, which is headed by Major Davis G. 
Arnold, assistant director. 

In addition to the personnel in the central 
office, there will be named in each district and 
sub-district office, where warranted, an employee 
to be known as guardianship officer, who will 
exercise control over the faithful enforcement 
of the laws of the United States and the several 
States having jurisdiction and regulations of 
the Veterans Bureau relating to guardianship 
matters. These guardianship officers are to be 
named by the district managers, who will in 
most cases designate an attorney who has had 
experience in probate court practice. 

The work of the Guardianship Division will 
largely deal with the problems of the Bureau 
beneficiaries who have been rated as mentally 
incompetent to handle their own affairs as far 
as they pertain to the Veterans Bureau. 
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ANTE-MORTEM AND POST-MORTEM RECORDS AS USED IN 
WEEKLY CLINICO-PATHOLOGICAL EXERCISES 


EDITED BY 
Ricuarp C. Cazot, M.D., anp Huan Casor, M.D. 
F. M. PAINTER, ASSISTANT EDITOR 


CASE 10141 


An Englishman of fifty-six, an attendant 
nurse, entered December 21 complaining of sub- 
sternal pain and dyspnea of eight months’ dura- 
tion. 


F.H. His father died of heart disease with 
dropsy. His mother died of bronchitis (?) His 
wife had had one stillbirth. 


Habits. He had taken no alcohol in the past 
four years. Before that he took about two 
glasses a week. 


Occupational History. From the age of four- 
teen to thirty-four he dxl heavy work in the 
metal business, working from seven to seven. 
For the past twelve years he had done nursing 
and bookkeeping. 


P.H. He had measles and chickenpox in 
childhood. Since childhood his eyesight had 
been poor. At thirty-one he had pain in the 
right shoulder for a few days. He had painful 
glands four years ago. For twenty years he 
had had dry hacking cough every winter. Five 
years ago he had grippe. He had occasional 
mild general headaches. Both ears were slightly 
deaf. There was no history of venereal disease. 
During the past few years his usual weight, 165 
pounds, had increased t» 17614. 


P.I. Eight months ago, when feeling per- 
fectly well and able to stand much exertion 
without undue fatigue, he began to have dull 
aching pain deep beneath the mid-portion of the 
sternum whenever he took a walk. The pain 
gave a sense of constriction, came only after 
exertion, lasted about twenty minutes, and was 
relieved by rest. He often walked it off. A 
little before or after the first of these attacks 
he fainted for the first and only time, with no 
premonition, and was unconscious he thought 
for ten minutes. He felt a little stupid and 


weak for a short time after recovery. After 
staying in bed two weeks he felt well again. 
During the next six months he had some periods 
of freedom from the pain, sometimes as long as 
a month. Fifteen weeks ago he developed a 
slight cold in the head and chest with slight 
unproductive cough which lasted three or four 
days. <A few days later he had a sudden chill. 
He went to bed. His temperature was 101.5° 
the first day, the next day subnormal, the third 
day normal. He had herpes on the lips. For 
the next three days he felt some dull aching 
pain across the upper abdomen. Two months 
ago the symptoms grew rapidly worse, and the 
slightest exercise would cause the chest pain, 
which began to radiate to both shoulders and 
down the arms to the elbows. He could no 
longer walk the pain off. He began to have 
dyspnea with the attacks, and a choking sensa- 
tion at the upper end of the sternum. Until 
three nights ago he had been able to keep fairly 
comfortable with one pillow. Then he began 
to be troubled with steady dull pain which con- 
tinued even when he was sitting down or lying 
down, not so severe as when walking, but severe 
enough to keep him awake. For three days he 
had also been nauseated. For two days dull 
headache, which had troubled him at intervals 
since the onset, had been constant. The day 
before admission he took two nitroglycerin pills 
without relief. The evening before admission 
he felt dizzy for a few minutes and thought he 
was going to faint. 


P.E. <A well nourished, florid-faced man with 
prominent eyes. Sclerae slightly injected. Skin 
rough, with papular eruption over chest. (Plas- 
ter.) A few papules on back. Lwngs normal. 
Heart slightly enlarged. Sounds distant. A, 
ringing. No murmurs. B.P. 190/120-130/100. 
Abdomen, genitals, extremities and reflexes nor- 
mal. Pupils slightly irregular. Left smaller 
than right. Reactions normal. Fundi. High 
myopia, with myopic fundi and large patches of 
choroidal atrophy. (The patient said he once 
had hemorrhage in the left.) 

T. 97.9°-102° until January 14, then 100.5°- 
105.1°-99.4°. P. 66-108 until December 30, then 
94-140. R. 20-33 until January 8, then 30-59 
with one drop to 24. Urine. 150-1300 c.c., sp. 
gr. 1.010-1.030, acetone at eighteen of twenty- 
three tests, in large amounts at seven, ferric 
chlorid reaction positive at four, no sugar. 
Blood sugar December 22, 133, December 24 and 
28, 83, January 3, 95. Renal function 30%. 
Blood. Hgb. 85%, leucocytes 5,200-25,400, poly- 
nuclears 74%, slight achromia. Non-protein 
nitrogen 40.5 mgm. Wassermann negative. 
Stools u>gative. Electrocardiogram. Normal 


rhythm. Rate 100+-. Small complexes all leads. 
P, high, +3 mm. Low T,. Left axis deviation. 
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Notched R,. Probably 
intraventricular _ block. 
X-ray. Chest unusually 
long, with rather low 
position of the dia- 
phragm. Heart shadow 
low, apparently rotated. 
Its transverse diameter 
somewhat increased. No 
definite prominence of 
chamber. Supra- 
Measurements by X-ray. cardiac dullness in- 
creased. Aortic knob a little prominent. Prob- 
ably a moderate amount of enlargement of the 
heart and slight dilatation of the aorta. 
markings prominent throughout upper part of 
both chests. Many dense white lines and small 
dense shadows in this region. Similar dense 
shadows at roots. Probably an old tuberculous 
process. No evidence of active process at pres- 
ent. 


Orders. December 21. Diabetic régime. 
Fluids ad libitum. Phenacetin gr. v. Veronal 
gr. x. December 22. MgSO, 3 i in the morn- 
ing. December 26. Nitroglycerin gr. 1/100 by 
mouth p. r. n. (Not given.) December 28. Nitro- 
glycerin gr. 1/100 by mouth. (Three doses 
given.) Morphia gr. 1/6 s.c. December 29. Nitro- 
glycerin gr. 1/100 two doses. Amy] nitrite pearls 
p. r. n. for pain. Morphia gr. 1/6. January 4. 
Adrenalin 1/1000 ten minims s.c. p.r.n. for 
wheezing. Morphia gr. 1/6 by mouth. January 
6. Morphia gr. 1/6 by mouth. January 8. Triple 
bromides gr. xxx. Nitroglycerin gr. 1/100 by 
mouth p. r. n. Digitalis gr. ivss, three pills at 
once, three pills tonight, four pills tomorrow 
t.i.d. Morphia gr. 1/6 s.c. every three hours 
p.r.n. January 10 and 11. Codeia gr. 1/2 by 
mouth. January 12. Morphia gr. 1/6 s.c. every 
three hours. Digitalis gr. iss tid. January 
13. Strict individual precautions. Morphia gr. 
1/6 s.c. January 14. Ichthyol ointment 35-50% 
nights. Saturated solution MgSO, days. Mor- 
phia gr. 1/4 by mouth every three hours for 
sleep. January 16. Force fluids. The remain- 
ing orders are for morphia in 1/6 to 1/4 grain 
pre with one dose of caffein gr. x the day of 
Jeat 


The patient’s throat was quite red. He ran 
a mild variable temperature, and continued to 
nave substernal pain on slight exertion. Several 
doses of nitroglycerin relieved the attacks, but 
save him he thought a dull fairly constant sub- 
sternal pain. Amyl nitrite gave relief. 

January 2 a friction rub was heard in the 
‘eft midchest, front and back. January 5 he 
still had the precordial pain while flat in bed, 
‘hough much less than in the past few days. 
“he friction rub persisted. That night he had 
an attack of wheezing, relieved by adrenalin. 
He had annoying dyspnea in paroxysms and had 
to sit up to feel the greatest ease. There was con- 


siderable subjective improvement from the digi- 
talis gr. xxvii. After a while, however, it nause- 
ated him. 

January- 12 he complained of some pain in 
the nose. The following night there was defi- 
nite erysipelas extending outward from the nose 
and later spreading over the face. He became 
delirious. The erysipelas became better but the 
heart worse. He had attacks of weakness and 
cyanosis. There were coarse rales, especially on 
the left. January 20 he died. 


DISCUSSION 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


The statement about his weight seems to me 
about the only feature in the past history, as 
we have it, that helps us in any essential way. 
Aside from his entrance complaints we know 
very little about him. 

The phrase ‘‘lasted twenty minutes’’ is not 
very clear, because if his pain was relieved by 
rest it would depend on when he began to rest. 
And if it is relieved by rest it is queer that it 
should be relieved by the opposite. Of course 
one does see types of angina in which a person 
of excitable temperament walks fast, gets pain, 
and as he goes along his heart catches up with 
itself, so that he might say he had walked off the 
pain. One warns angina patients to start slow- 


y. 

His fainting attack is very interesting and 
makes us wonder if it could possibly have been a 
heart block. But we don’t know enough to do 
anything more than speculate. 

This is the history of a cardiac case of the an- 
ginal type of which the outstanding negative 
fact is how little is said to indicate stasis. I do 


not see anything here about edema. He does 


have something to suggest orthopnea, but only 


in the last three nights. 

Miss Painter: It is definitely noted that there 
had been no edema of the ankles. 

Dr. Casot: Though he has had some cough 
it sounds as though it was in connection with 
infection, and not the cough of pulmonary 
edema. So this case belongs distinctly I should 


say to the anginal type, whether or not to the 


type of stasis. 
NOTES ON THE PHYSICAL EXAMINATION 


He spoke of having had eye trouble since boy- 
hood; this myopia presumably is what he had. 

The blood sugar is not notably high. So far 
nothing has made clear what the source of his 
acetone is. 

Will you comment on the electrocardiogram, 
Dr. White? 

Dr. Paut D. Wurre: The second plate is of 


| 
-_. 
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Lead II. The striking feature of the electrocardi- 
ogram is the small amplitude of all the ventricu- 
lar complexes. It is indicative of extensive myo- 
cardial disease. It is found in patients with 
coronary thrombosis, and it was the most nota- 
ble finding in this case. Ordinarily the size of 
the complexes is a thing we do not pay much at- 
tention to, unless the variation is beyond a cer- 
tain point. There should be more amplitude 
than we have here. If the amplitude is less than 
5 mm. in all leads, (i.e., if the excursion of 2-R-S 
less than 5 mm.,) we should pay a good deal of 
attention to it. I do not think I have ever seen 
it normally. 

Dr. Casor: What is left axis deviation? 

Dr. Wuire; It means a shift of the electri- 
cal axis of the heart to the left. Normally there 
may be a certain amount of axis deviation to the 
left or to the right. But when the axis, as de- 
termined by a method proposed by Einthoven, 
points up beyond the horizontal to the left, we 
speak of it as abnormal left axis deviation, and 
when it points to the right of the vertical we 
call it abnormal right axis deviation. Such devi- 
ations to the left are found particularly in 
heart disease with chronic hypertension or 
aortic regurgitation; abnormal right axis devia- 
tion is found in pulmonary stenosis of congeni- 
tal origin or in mitral stenosis. There are a few 
exceptions. 

Dr. Casot: It is in a general way associated 
with hypertrophy of one or the other side. 

Dr. Wuite: With ventricular enlargement 
largely. Position is an important point. If 
there is a high diaphragm, with a horizontal 
heart, there may be a borderline left axis devia- 
tion, and if there is a low diaphragm and a verti- 
eal heart there may be a borderline right axis 
deviation. 

A Puysician: How do you account for left 
axis deviation with the small complexes in this 
ease ? 

Dr. Wuite: The complexes are so small that 
it is hardly fair to speak of it as abnormal left 
axis deviation. By the index which we proposed 
in 1919 there would be none, but by the angle 
method suggested by Carter there is a little ab- 
normal shift to the left. The small complexes in 
Lead I are not very important. They are the 
least important of the leads. They are apt to be 
found with right axis deviation rather than left. 

A Puysician: Is that the same thing you 
speak of when you say ‘‘left ventricular pre- 
ponderance’’? 

Dr. Wuite: Yes. A year or more ago we 
felt that because of the fact that position and 
dilatation entered into the shift of the axis, the 
term ventricular preponderance, not being the 
only factor, should not be attached to the condi- 
tion. 

A Puysician: But this means the same 
thing? 

Dr. Wuire: Yes; what we used to call left and 
right ventricular preponderance. 


Dr. Casot: Now and then axis deviation 
would occur when it would not be really a ven- 
tricular preponderance, but only a swinging up 
or over of the heart. I am glad to get that ex- 
planation. Dr. Merrill, will you demonstrate the 
x-ray plates to us? 


Dr. Merritt: The plate of the heart shows 
that the measurements are rather long, and in 
this type there is a probability that the heart 
shadow is somewhat rotated on its perpendicular 
axis so that it does not present its true trans- 
verse measurements as we look directly upon it; 
that is, that the apex is likely to be pointed some- 
what forward so that the measurement we see 
here is liable to be less than the true measure- 
ment of the heart. 

Dr. Canot: Is that always so when the dia- 
phragm is low? 

Dr. Merrit: I think it is a pretty safe rule. 
In contrasting the measurements of the heart 
with the internal measurements of the chest we 
find that the chest is 26.6 em., and the transverse 
measurement of the heart is 13.5 em. That is 
not an excessive ratio between the heart and the 
chest. It is about the normal maximum which 
we regard as what should be the measurement. 
That is, the transverse measurement of the heart 
is accepted as normal if it is a half or less than 
a half of the internal transverse measurement 
of the chest cavity. 

The supracardiac shadow is long, with a 
prominent knob on the arch of the aorta and a 
suggestion of a little prominence on the right, 
which in this type of heart and chest is sugges- 
tive to us of a tortuosity probably due to selero- 
sis and accompanied by some enlargement of the 
heart, probably from hypertrophy, but not an 
extreme enlargement. I do not believe from this 
plate that the aorta is dilated. I think it is tor- 
tuous, with some degree of cardiac hypertrophy. 

Speaking of the root glands, which are en- 
larged somewhat and in some places show a 
white spot of density, they make us think of 
calcified glands of old tuberculosis; and the in- 
crease in the ascending bronchial markings, 
especially as it seems to me on the left side, with 
a suggestion of diminished radiance toward the 
left apex as compared with the other side, makes 
us think that there is probably an old tubereu- 
lous process in the root glands which may have 
extended, probably has extended, into the left 
upper lobe. But so far as the evidence of pres- 
ent activity is concerned it is difficult to say 
whether these represent an active process or not. 
The density and the whiteness of the shadows 
make us think more of an old, perhaps obso- 
lete tuberculosis. 

Dr. Casot: When Dr. Richardson comes to 
the examination of the lungs we shall be interest- 
ed to see whether he finds in the root and apex of 
the left lung anything of an old arrested pro- 


cess. 
The patient was put on a diabetic régime, al- 


though he has no glycosuria and no high blood 
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sugar. - Then he gets nitroglycerin, morphia, 
adrenalin, digitalis—the regular things one 
would expect to give attempting to help a man 
with heart trouble. 


DI¥YFERENTIAL DIAGNOSIS 


The immediate cause of death undoubtedly 
was the erysipelas, but our interest is in what 
was behind all that. The outstanding complaint 
is the complaint of angina pectoris, and the two 
great hypotheses about angina pectoris are, in 
a general way, Sir Clifford Allbutt’s and other 
people’s, Allbutt insisting that it has nothing to 
do with the coronary arteries but with the state 
of the nerves in the adventitia, the outer coats, 
points that the pathologist generally does not 
look at, and many other people insisting that 
the most constant finding post mortem is narrow- 
ing of the coronary arteries in angina pectoris. 
I think there is more or less ding 
in this controversy. Nobody doubts that ac- 
tual coronary block, infarct, embolism, give pain 
and a train of symptoms fairly constant and 
recognizable. Here the pain certainly must be 
related to that coronary trouble and not to the 
aorta. On the other hand there certainly are a 
good many cases—I have been recently over our 
necropsies and found a number of cases—of se- 
vere angina pectoris with nothing wrong with 
the coronaries. Yet in none of those cases was 
there shown a normal aorta. And unless we car- 
ried out the procedure that Allbutt asks us to 
I do not see how we could say he was wrong in 
saying that the lesions affecting the nerves in the 
adventitia are the essential ones. 


In general this man ought to have cardiac 
hypertrophy and dilatation with arteriosclerosis. 
The question is, what else? There is one thing 
which cannot help suggesting that this is a coro- 
nary and not an aortic lesion, and that is the oc- 
currence of pericarditis. For we know that with a 
coronary lesion, when it goes on to an actual 
block or myocarditis, we often get intracardiac 
thrombi, and on the outside of the heart peri- 
carditis. The occurrence here of what looks like 
pericarditis therefore tends to back us up that 
this is a coronary trouble and not an aortitis. 
But the oceurrence of pericardial rubs is one 
of the most unreliable findings; we very often 
get them in life and find nothing post mortem, 
as well as the opposite series of events. So we 
cannot base an assumption of coronary disease 
on pericarditis, because there may be no peri- 
carditis, 

AN INTERNE: That was a pleural friction 
rub. It was heard around the chest, front and 
back, with respiration. 

Dr. Casor: And had nothing to do with car- 
diae movements? I misunderstood that. This 
conception leaves us perfectly neutral then as to 
the lesion to be found here to account for his an- 
gina. We have, as I said, very little evidence of 


stasis. There should be relatively little, if any, 
in the post mortem. 

Dr. Merrill has given the probabilities or pos- 
sibilities in regard to an old left-sided apical tu- 
berculosis. Aside from that there is nothing 
that I can see. 


I do not know enough of my own knowledge 
to say whether one should predict a demonstra- 
ble fibrous myocarditis from the electrocardio- 
gram evidence. I should like Dr. White to tell 
us about that. 

Dr. Wuite: I do not know whether one would 
make such a diagnosis from the electrocardio- 
gram alone. But certainly the failing of the 
heart was very responsible in causing death— 
at least the heart was very much depressed. It 
is conceivable that toxic influences may have 
been at work. - Uremia, for example, produces 
abnormal electrocardiograms. But the electro- 
eardiogram here is generally found in arterio- 
sclerotic disease involving the coronaries. 

Dr. Caspot: And therefore producing fibrous 
myocarditis? Myocarditis is one of the most dif- 
ficult things to get information on, and if we 
can get leads from the electrocardiogram it is © 
important that we should. 

Dr. WuirTeE: It is also very strongly sugges- 
tive of cardiac thrombosis. 

Dr. Casot: Will you give us the particular 
points? 

Dr. Patients with arteriosclerotic 
heart disease may die with heart failure, showing 
small complexes such as were shown here in the 
electrocardiogram. This picture has been seen 
in patients with angina pectoris and with throm- 
bosis. I do not think it is conclusive, but it is an 
important point. 

Dr. Casot: The description of the pain is 
not that which I have seen most often in coro- 
nary thrombosis. The infarct syndrome has been 
epigastric pain accompanied by faintness and 
poor pulse, coming on with great suddenness 
and as a rule once or twice in a man’s life. On 
the other hand it often does persist over a peri- 
od, as here. 

The points that I imagine we all feel sure of 
are arteriosclerosis and a certain amount of car- 
diac hypertrophy and dilatation. And the points 
I am uncertain about are the condition of the left 
lung, the condition of the myocardium and of 
the coronary arteries. 

Dr. WuitTe: There is nothing to add except 
that a diagnosis of coronary thrombosis was 
made in this case. On December 29 when I saw 
him first I thought he had coronary thrombosis 
following a long history of angina pectoris. 
Physical examination showed little except tachy- 
cardia. 

An INTERNE: He showed a variable tempera- 
ture which was not explained, and the ques- 
tion arose whether coronary thrombus and ab- 
sorption caused that. 

Dr. Capot: We have had here a good many 
necropsies in which the only possible reason for 


602 CABOT CASE RECORDS 


Boston M. & S. Journal 
April 3, 1924 


fever that we could find was thrombi in the 
heart or vessels. I feel very confident that myo- 
carditis may be a cause of thrombi and so also a 
cause of fever. If this man has blocked coro- 
nary with myocarditis, the lesion that we have 
been considering, he might perfectly well have 
an intracardiac thrombus, which is often erected 
on a dying myocardium, and that might be the 
cause of the fever. Of course there may be peri- 
pheral infarcts from that thrombus of which 
we have not heard anything during life, and 
which would help to account for the fever. 

Aside from the erysipelas and the red throat 
there is nothing else that I see to cause his fever. 
The erysipelas came late, and the red throat is 
not enough. Almost everybody has a red throat 
according to the records of this hospital. So I 
eall it thrombus fever. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Arteriosclerotic heart disease with coronary 
thrombosis. 


Erysipelas. 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Arteriosclerosis. 

Hypertrophy and dilatation of the heart. 
Arteriosclerosis of the coronary arteries? 
Chronic interstitial myocarditis? 
Intracardiae thrombus? 

Obsolete tuberculosis? 

Erysipelas. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Arterioscierosis. 

Arteriosclerosis of the coronary arteries. 

Arteriosclerotic thrombotic occlusion of 
branches of the coronary arteries. 

Chronic interstitial myocarditis. 

Areas of infarction of the myocardium. 

Mural thrombi, left ventricle. 


2. Secondary or terminal lesions 


Area of hemorrhagic softening, epicardium of 
right auricle. 


Slight hemopericardium. 

Hypertrophy and dilatation of the heart. 

Thrombosis of a branch of the right pulmon- 
ary artery. 

Infarets of lower lobe of right lung. 

Infarct of right kidney. 

Focal organizing pneumonia of the left lung. 

Erysipelas of face. 


3. Historical landmarks 
Chronic pleuritis. 


Dr. RicHarpson: The face showed a blush 
and the eyelids were stuck together—erysipelas. 

The diaphragm on the right was at the fourth 
rib and on the left at the fifth rib. 

Dr. Casot: Not low. 

Dr. Ricuarpson: No. On the right side 
there were adhesions in the region of the upper 
lobe posteriorly ; the apex was free. On the left 
there were old adhesions in the region of the up- 
per lobe and a few to the diaphragm and peri- 
eardium, and in the region of the apex a small 
fibrous pigmented patch. The bronchial glands 
were slightly enlarged, soft and juicy; no areas 
of degeneration made out. 

The right lung was rather voluminous, the tis- 
sue spongy, dark reddish, with a moderate amount 
of fluid. There were no definite areas of re- 
cent pneumonia. In the region of the lower 
lobe were a few black-red tarry infarcts. In a 
small branch of the pulmonary artery leading to 
that region there was an area of sclerosis, and 
adherent to that a thrombus. The tissue of the 
left lung was like that of the right lung except 
that there were no infarcts. The pulmonary 
vessels going to this lung were negative. 

In the pericardium there was 15 c.c. of thin 
bloody fluid, and on the pericardium a hemor- 
rhagic area, presumably the source of the blood 
in the fluid. Otherwise the pericardium was 
negative. The heart weighed 430 grams,— 
slightly enlarged. The valves were negative. In 
brief the heart presented on the posterior wall 
of the left ventricle high up an area of thinning 
and depression. On the other side, the anterior 
wall, there was some faint mottling but no area 
of depression. On the inside of this wall begin- 
ning in the region of the apex there was a large 
mural thrombus extending up in the meshwork 
of the columnae carneae. Extending up from 
this were smaller thrombus masses that ran some 
distance up on the left ventricular wall. The 
left descending branch supplying this region 
showed marked arteriosclerosis and arterio- 
sclerotic thrombotic occlusion. There was 
marked arteriosclerosis of the right coronary 
artery and the circumflex artery and of the 
branches running to the area on the posterior 
wall of the left ventricle. On the inner aspect 
of this area there-was-a4 Mural thrombus. In 
the wall itself in the regions mentioned there 
was chronic interstitial myocarditis, and in places 
areas of infarction. The wall of the right ven- 
tricle was negative. The myocardium elsewhere 
was fairly good. 

The aorta showed a slight amount of arterio- 
sclerosis in the ascending thoracic portion, small 
areas of atheroma and fibrosis in the arch, and 
a slight amount of fibrosis in the descending 
thoracic portion. There was a considerable 
amount of arteriosclerosis in the abdominal por- 
tion,—all told not much arteriosclerosis above 
the diaphragm, but below it considerable. In 
the right kidney there was an infarct. Of course 
the source is apparent. 


} 
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on recognizing the small focus at the left apex. 
Certainly we are confirmed, I think, in our idea 
‘hat thrombi caused fever in this case, the ery- 
sipelas being so late and the fever antedating 
the erysipelas by some time. I should say this 
was an example of thrombus fever. 

Do you think our pathologists are at fault in 
not investigating the adventitia of the arch 
where Sir Clifford Allbutt says the lesions of 
angina pectoris are? 

Dr. Wurte: I do not think so, but I have had 
no experience myself, and I think it would be of 
interest to study a few to see. Dr. Wearn has 
told me that in some of his cases of coronary 
thrombosis the aorta on careful histological ex- 
amination was normal where there had been 
severe pain. 

The note that I made in the record about 
the diagnosis of coronary thrombosis was made 
before the electrocardiogram was taken, on the 
history of the pain. I think this is the first 
ease of coronary thrombosis diagnosed ante 
mortem which was found post mortem in the 
cases which have come to necropsy here for some 
time. We have just looked through the records 
of coronary thrombosis cases, and oftentimes 
they are unrecognized, sometimes being without 
symptoms. 

The recognition of coronary thrombosis is 
probably one of three developments here in the 
last few years, the second being subacute bac- 
terial endocarditis, and the third paroxysmal 
auricular fibrillation. Those three things I think 
should be recognized clinically. They have not 
been diagnosed much in the past. There is a very 
good paper by Wearn, published last February 
in the American Journal of Medical Sciences, 
in which he well covers the subject of coronary 
thrombosis. We are making a similar study 
here, with particular reference to the differential 
diagnosis of coronary thrombosis and gall- 
stones. 


CASE 10142 


An American lath factory operative of nine- 
teen entered October 15. 


F. H. Five brothers and sisters were dead, 
two of tuberculosis within the past year. 


P. H. Negative. 
Habits. Good. 


P. I. Three weeks before admission he was 
wakened at night by a sharp pain in the left 
back, made worse by breathing. After a few 
days the pain moved toward the front, where 
it had persisted, although lately it had been 
less sharp. A week ago he began to be troubled 


by a sense of pressure in the chest and dry cough. 
At a chest tap three quarts of fluid was with- 
drawn with much relief. Gradually however 
the feeling of pressure and the cough had re- 


turned. He slept and ate poorly, and thought 
he had lost weight recently. 


P. E. Well nourished. Several glands, one 
the size of an olive, were felt in the left axilla. 
Apex impulse of the heart not found. Left bor- 
der not made out. Right border 6 cm. from 
midsternum. No murmurs. Sounds and ac- 
tion, pulses and arteries normal. Lungs. Left 
chest bulged. Flat on percussion throughout. 
Breathing and tactile fremitus absent. Vocal 
fremitus much diminished. Grocco on the right. 
Abdomen, genitals, extremities, pupils and re- 
flexes normal. 

T. not remarkable until October 24, afterwards 
96.5°-101.7°. P. 79-129, with a terminal rise 
to 139. R. 15-36. Urine. 3 16-48, sp. gr. 1.013- 
1.020, the slightest possible trace of albumin at 
one of four examinations, many hyalin casts 
at two, granular at one. Blood. Hgb. 85 per 
cent.—60 per cent. Leucocytes 13,000-22,000, 
polynuclears 29 per cent. Sputum. Slightly 
mucoid, with some bright blood. No 
tb. 


The day after admission the chest was tapped 
and 675 c.c. of serosanguineous fluid withdrawn ; 
sp. gr. 1.016, albumin 2.5 per cent., 72 per cent. 
lymphocytes, 17 per cent. polynuclears, 11 per 
cent. endothelials. : October 17 the cardiac im- 
pulse was visible in the fourth right space 5 c.m. 
from the median line. The chest was flat be- 
low the midscapula on the right. October 18 
1935 ¢.c. of bloody cloudy fluid was withdrawn ; 
sp. gr. 1.015, reaction alkaline, albumin 3.6 
per cent.; culture negative. An inoculated 
guinea pig was found dead a month later. Nec- 
ropsy showed nothing abnormal. After this tap 
the right border of cardiac dullness moved in 
to the sternal margin. A visible and palpable 
cardiac impulse was noted in the fourth left 
space 5 em. from midsternum. There was good 
resonance above the second rib. In the region 
of the second chondrosternal synchondrosis 
there was a tender mass the size of an olive. 

The patient felt well and was out in a litter 


|daily. October 26 the left chest was full again 


and the right border of cardiac dullness in the 
right nipple line. There was visible pulsation 
below the right nipple. October 27 five pints 
of blood stained fluid was withdrawn. Three 
days later the left chest was absolutely flat 
everywhere and the right border of cardiac dull- 
ness 3 em. outside the right nipple. For several 
days the patient had complained of abdominal 
pain. His abdomen was distended and quite 
tender in places. There was dullness, not shift- 
ing, in the flanks. In accordance with a plan 
to make repeated small tappings, November 1 
1000 ¢.c. of dark purplish-red fluid was with- 
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drawn which looked like venous blood but did 
not clot; sp. gr. 1.018, albumin 3 per cent., 29 
per cent. polynuclears, 64 per cent. lymphocytes, 
vast numbers of red blood corpuscles. November 
3 a pint of bloody fluid was removed. The apex 
of the heart moved in 2 em. after the first of 
these taps. Tappings were continued every 
other day, a pint of bloody fluid being removed 
each time. The cardiac impulse and the right 
border of dullness were still in the right mam- 
millary line. The mass over the second left 
rib had become about twice its original size 
by November 7 and was no longer tender, but 
was distinctly fluctuant. November 8 a needle 
was inserted into this mass, but no fluid was ob- 
tained. November 9 and 11 it was necessary to 
remove a quart instead of a pint in order to re- 
lieve the patient. The lower right (left ?) 
back became edematous, the edema extending 
from the angle of the scapula to the base, around 
the front to the median line and on the abdo- 
men over the spleen. The veins over this region 
were prominent. November 17 the patient weak- 
ened rapidly and died. 


Discussion 
BY DR. MAURICE FREMONT-SMITH 
NOTES ON THE HISTORY 


We should like to know something more about 
the history of this patient just prior to the on- 
set. He has a family history of tuberculosis, 
but we ought to know whether or not he had 
been perfectly well up to the time of this attack. 
So far the history suggests an attack of acute 
pleurisy with effusion, the background for 
which is usually tuberculosis. Such a pleurisy 
may come on with no symptoms of loss of weight 
or ill health, and may nevertheless be tubercu- 
lous. In such a case probably there is not an 
associated tuberculosis of the lung, and the 
prognosis of that patient is very much better 
than in cases where there is an underlying tu- 
berculosis of the lung. It is interesting, how- 
ever, that in cases of pulmonary tuberculosis 
admitted to the Phillips Clinic twenty-five out 
of each hundred give a history of previous 
pleurisy with effusion. 

Miss Painter: He said he did not remember 
being ill before. 

Dr. Smitu: Evidently he was a perfectly well 
man until three weeks before admission. The 
fact that this pain persisted for some time and 
during the collection of fluid is one point against 
tuberculosis. Usually as the fluid collects in a 
tuberculous pleurisy the pain becomes very 
much relieved. 


NOTES ON THE PHYSICAL EXAMINATION 


The finding of these glands in the axilla im- 


mediately changes our line of thinking. These 
glands are either metastases from within the 
chest or part of a general glandular enlarge- 
ment of which the rest has not yet appeared. 
The probability is that there is malignant dis- 
ease in the chest. 

The further signs are those of a chest full of 
fluid. The fact that he had no temperature when 
he first came in, although his chest was rapidly 
filling with fluid, is against our first assumption 
of tuberculosis. 

The urine shows little of importance. 

His high leucocyte count is very interesting, 
especially as the polynuclears are evidently 
about normal. Twenty-nine per cent. of twen- 
ty-two thousand would be about seven thou- 
sand, which would be about the normal polynu- 
clear count. The increase of course must be 
in the mononuclear cells. 


DIFFERENTIAL DIAGNOSIS 


We have here a chest full of bloody fluid which 
very rapidly re-collects. Of course the most 
common causes of bloody fluid in the chest are 
neoplasm and tuberculosis. In tuberculous ef- 
fusions it is unusual for the whole chest from 
top to bottom to be filled. The effusion usually 
stops before the fluid line has gone above the 
second rib. Again it is unusual for a tubercu- 
lous fluid to re-collect as rapidly as this. In 
a tuberculous fluid we are likely to find more 
blood in the first tapping than in the later ones; 
in this case the blood increases with each suc- 
cessive tapping. Then the guinea pig was not 
tuberculous at death. 


Evidently there is a malignant process going 
on within this chest. The question is, What 
type of malignancy can it be coming on as sud- 
denly as this in a boy of nineteen? 

Usually malignancy occurs after forty, and 
usually comes on with a very insidious onset, 
pain, dyspnea, cough, perhaps a little bloody 
sputum. Fifty per cent. of the cases of malig- 
nancy show at some time pleurisy with effusion. 
When a patient who has not previously been 
sick begins to complain of cough, dyspnea and 
pain one should be suspicious of malignancy in 
the chest. ' 

I think the chief probability here is a sar- 
coma of the lung, possibly secondary, more prob- 
ably primary, with rapid extension to the pleura, 
the symptoms coming on from pleural involve- 
ment. We have the glands in the axilla. We 
should expect the first metastasis of malignancy 
in the chest to be low cervical; however some- 
times we do get an axillary metastasis first. The 
mass that appeared over the second chondro- 
sternal synchondrosis was most probably the 
pushing outward through the chest wall of a 
malignancy within. 

Dr. Capot: Have you yourself seen bloody 
fluid in cases proved to be tuberculous pleurisy, 
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when you could not account for the blood as 
having been introduced by the tap-needle? 

Dr. FreMoNT-SMITH: No, sir, but we have 
always been taught that it occurs. 

Dr. Casot: I know that statement occurs 
in textbooks,—that tuberculous and malignant 
pleurisy both give bloody fluid. I am quite 
sure I have never seen blood in any case that 
was tuberculosis unless its presence was due to 
trauma. Dr. Whittemore has said, I think in 
these exercises, that he has never seen blood 
in a case proved to be tuberculosis. I wonder 
what is the experience of those present, wheth- 
er there is any good ground for believing that 
a fluid containing red blood does occur in tu- 
berceulosis. 

Dr. Means: I have certainly never seen a 
story like this in tuberculous pleurisy. I should 
agree with you that it does not occur. 

Dr. Casot: Almost all the textbooks say just 
what you have said, Dr. Fremont-Smith, yet 
I have not found among people who follow 
their cases to necropsy or to operation the 
opinion that we sec bloody fluid in tuberculosis. 
I think this is an important thing to get straight- 
ened out. 

It is unfortunate that we have no further 
blood examination here. I have never known 
a sarcoma to give the blood picture which is 
here reported. I have read of it, but it cer- 
tainly must be very rare. On the other hand a 
lymphoma, which at his age is quite common, 
would give this picture. 

Dr. MEANS: From this record, up to the time 
they tapped him I thought Hodgkin’s disease 
was a possibility. But I should like to ask you 
in regard to blood in the pleural fluid of ‘Hodg- 
kin’s disease. 

Dr. CaBorT: 
that. 

Dr. Means: Hydrothorax is reasonably com- 
mon in Hodgkin’s. The ones I can think of had 
fluids that were not bloody. They filled up rap- 
idly, as this did. The rapidly recurring fluid 
and the skin would make one think of Hodg- 
kin’s, but I think the blood in the tap-fluid 
puts one more in line of thinking it is sarcoma 
or some other tumor. 

A Puysician: In a case of Hodgkin’s pro- 
gressing as rapidly as this one would certainly 
expect to see the polynuclear cells much high- 
er than this, about seventy or eighty per cent. 

Dr. Casot: I spoke of lymphoma in the sense 
that the pathologist uses the term, meaning 
a tissue Just the same whether we have leukemia 
or Hodgkin’s, that is, whether we have a circu- 
latory metastasis or not. I do not see how one 
can say this is not lymphoid leukemia, which 
gives masses in the chest, and to which the path- 
ologist ordinarily gives the name of lymphoma. 

Puysician: Without knowing what the 
other part of the differential is, that is a possi- 
bility. We usually get a higher white count 


I think I do not know about 


and fewer polynuclears in the type that is 
metastasizing into the blood. 

Dr. Casot: Yes, usually. But I can remem- 
ber cases that did not show that. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Malignant (?) disease of the pleura. 

DR. MAURICE FREMONT-SMITH’S DIAGNOSIS 
Sarcoma of the lung with metastasis. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Endothelioma of the pleura infiltrating the 
left thoracic wall and diaphragm. 

Metastases in bronchial, left axillary, left su- 
praclavicular, retroperitoneal lymph nodes, 
left psoas muscle and in bone marrow. 


2. Secondary or terminal lesions 
Hematopoiesis. 

Hyperplasia of the spleen. 

Streptococcus, septicemia. - 


Dr. RicHArpsON: In the left axillary region 
there were several moderately enlarged glands 
felt through the skin; none on the right. The 
right half of the thorax was negative, but in 
the situation of the left thorax from the clavi- 
cle down and around there was a thick cuirass 
of new growth tissue extending all around the 
pleura and squeezing down the left lung. In the 
left lung we found nothing except compression 
atelectasis. This new growth extended down 
along the spinal column for a certain distance, 
and there was invasion of the spinal column. 

The spleen was enlarged and soft. There was 
a streptococcus septicemia. 

The right lung was negative, the right cavity 
negative. In the left cavity was a large mass 
of blood clot and fluid blood, and the collapsed 
lung rested within a thick layer of new growth 
tissue. There were metastases in the bronchial 
glands and in the left axillary glands. The 
new growth proved to be an endothelioma of 
the pleura with the metastases mentioned. 


CASE 10143 


An unoccupied American of thirty-four en- 
tered December 29. 


F. H. Good. 
P. H. Negative except for the minor diseases 


of childhood. 
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P.I. The first week in January nearly a year 
ago he fell on his right hip. The following week 
pain started in the right hip joint so that he 
could not move it or stand on it without pain. 
From February 8 to December 29 he was in a 
sanatorium for tuberculosis, coming to the Out- 
Patient Department of this hospital, where two 
plaster spicas were applied between January 
and August, when all of the plasters were re- 
moved and he walked with crutches. From that 
time he had more or less pain in his legs, more 
during activity. In November his legs became 
quite weak and grew more so. Since November 
he had not walked even with crutches. Since the 
first of December his left lower thigh had been 
quite painful, and in addition he had pain also 
in the left forearm and from a decubitus over 
the sacrum. 


Records of the Out-Patient Department. Jan- 
uary 25, nearly a year before his admission to 
the wards, he gave a history: of pain and limp 
in the left hip the preceding winter. Examina- 
tion showed that he walked with a right hip 
limp and spasm of the muscles of the right 
thigh. The capsule of the right hip joint was 
thickened to palpation in the digital fossa. 
Marked spasm of all muscles of hip. Left leg 
one inch longer than right. Thighs equal. Re- 
sistance to all motion of right hip joint, espe- 
cially to rotation. No absolute limitation ex- 
cept in rotation. In x-ray plates of both hips 
January 24 the finer details were obscured by 
motion, especially in the right. No definite evi- 
dence of abnormality in the left. In the right 
the outline of the head of the femur and of the 
acetabulum appeared hazy, and its space was 
preserved. No definite evidence of destruction 
or proliferative process in joint. General density 
of the upper end of the femur apparently some- 
what diminished, but plates not satisfactory. 
January 26 these findings were confirmed. Defi- 
nite variation from the normal in the right hip 
joint. January 29 plaster spica from waist to 
right knee. In August the condition was im- 
proved as far as pain in the hip was concerned. 
Plaster removed. About on crutches still. De- 
cember 28, acute hip or low spine? 


P. E. A poorly developed and nourished 
man, appearing older than he said. Mucous mem- 
branes and sclerae pale. Lungs. Harsh breath 
sounds. All the ribs were soft as rubber. A 
definite groove was present at the junction of 
the ribs and the cartilage on the left. No ab- 
normalities of the heart, abdomen, genitals, pu- 
pus or reflexes recorded. Extremities. Left fore- 
arm painful about the middle of the ulna. These 
bones on both sides could be bent; in doing 
this pain was elicited at about the middle of the 
left ulna. Distinct pain and abnormal mobility 
without crepitus at the junction of the lower 
third with the upper two-thirds. Decubitus 
over the sacrum. 


T. 96.1°-100°. P. 82-140. R. 19-30. Amount 
of urine not recorded, sp. gr. 1.010 at four ex- 
aminations, no albumin or sugar. Microscopical 
examination negative. Bence-Jones positive at 
all four examinations, faintly at two, strongly 
at the first. Blood not recorded. X-ray. Decem- 
ber 29. Transverse fracture of the femur in the 
middle third. Very little contrast between the 
bone and the soft tissues, showing almost com- 
plete absence of lime salts. Outline of the bone 
irregular and its size apparently somewhat in- 
creased. Bone trabeculae also irregular. See 


Shows inward 


of the pelvis, coarse bone 
illustration. January 3. Plates of the skull 
showed a process similar to that in the long 
bones. Fine mottling throughout the skull. 
Very little evidence of lime salts. Sutures are 
closed. Fracture of femur. January 9. Bones 
of the chest showed appearance similar to those 
previously described. Marked decrease in densi- 
ty and worm eaten appearance. January 23. 
Owing to distortion of the patient and respira- 
tory motion details in the chest indistinct and 
unreliable. Right side appeared generally less 
radiant than left. Diaphragm apparently high. 
Increase in density at the lung root. Trachea 
and mediastinal contents seemed to be displaced 
in this direction, although this may have been 
largely due to the position of the patient. Gen- 
eral appearance suggested pathology in the right 
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side, but the details were too poor for diagnosis 
of the nature of the pathology. The ribs showed 
irregularity of outline and structure suggest- 
ing pathological fractures. Medical consultant. 
‘‘T do not feel that it is advisable to take this 
patient on the medical service. The chances 
of being able to accomplish anything for him 
seem remote.’’ 


December 29 a plaster spica was applied to 
the left hip for immobilization of the fracture 
of the femoral shaft. No anesthetic was used. 
There was some discomfort due to the decubitus 
over the sacrum, requiring cutting of the cast. 

January 1 biopsy was done on the left ulna. 

By January 8 a callus was forming about the 
fracture. There was no union. The decubitus 
was the same. January 12 the plaster spica was 
removed entirely. The left lower leg was put 
up in slight extension, Hodgkins’ splint. 

January 14 there was pain in the lower chest 
and upper right abdomen for which no cause 
was found. A medical consultant reported Jan- 
uary 15, ‘‘I would suggest examination of the 
sputum and x-ray of the chest. Cough for two 
weeks with abundant purulent sputum, and pain 
in the right chest on long breath for two days. 
Numerous sonorous and non-consonating moist 
rales. Right lower lobe behind without evidence 
of fluid in pleura.’’ January 23 the patient was 
coughing more. A second medical consultant 
reported January 23, ‘‘No definite evidence of 
consolidation or fluid. Fine and coarse rales 
throughout both chests. No bronchial breath- 


ing. Right base somewhat dull, but vocal fre-| 


mitus comes through. There is a patch of con- 
sonating rales in the left axilla.’’ 

The patient showed no general reaction ex- 
cept in the pulse rate and respirations, which 
were 95-140 and 25-30 respectively. The diffi- 
culty in respiration grew steadily worse, the 
pulse more rapid and of poorer quality. Janu- 
ary 25 the patient died. 


DISCUSSION 
BY DR. EDWARD L. YOUNG, JR. 


The history as given in the Out-Patient De- 
partment some organic disease of the 
right hip joint because of the limitation of mo- 
‘ion, muscle spasm, and thickening of the cap- 
sule. Because of the diagnosis of tuberculosis 
‘aade in the Medical Department I suppose that 
‘ubereulosis of the hip might well fit the de- 
seription given. The pain which he spoke of a 
_ ear before that in the left leg seems unexplaina- 
ole on the evidence so far presented. As soon 
48 we come to the evidence of Bence-Jones bodies 
-n the urine we at once think of some one of the 
‘.estructive processes of the bones. This reac- 
10n occurs in practically all cases of myeloma, 
oftentimes in osteomalacia and osteitis fibrosa, 


was an inch of sho 


and has been reported in the bone metastases of 
carcinoma and hypernephroma. Looking back 
and knowing that pain is often the first symp- 
tom in one of these bone diseases, we can assume 
that the pains he had were due to that. I do 
not know enough of the x-ray of these varying 
conditions to know whether the destruction 
shown here is characteristic of one or the other 
of them. I will ask Dr. Adams to discuss the 
case further. 


Dr. Z. B. Apams: This man came into the Out- 
Patient Orthopedic Department January 23 hav- 
ing had an injury to his right hip about a month 
before and showing distinct symptoms of limita- 
tion of motion when he came in. 

I am sorry that the x-ray plate does not show 
this part of the pelvis better. No one noticed 
that there was some destruction there in the 
ascending ramus of the pubes. The symptoms 
seemed so definite that the x-rays were repeated. 
Then he was sent up to the Medical Department, 
where a diagnosis of pulmonary tuberculosis was 
made. They found rales throughout his chest 
and the diagnosis was made of pulmonary tu- 
berculosis, of tuberculosis of the hip, which 
seemed a probable diagnosis from his limitation 
of motion and his x-ray. He was sent to a sana- 
torium, coming back here once for a change 
of spica. Then in November or December he 
showed some symptoms in his other leg,—in-. 
ability to walk—and finally he was again 
brought back to this hospital. Then it was dis- 
covered that he had a spontaneous transverse 
fracture of his other femur. 

Dr. Youna: What diagnosis had you made up 
to that time? 

Dr. Apams: We thought it was tuberculosis 
of the hip because of the pulmonary tuberculosis, 
and the hip which showed limitation of motion 
and some swelling around the hip. I will read 
the physical examination: ‘‘The right cap- 
sule feels thickened in the digital fossa. There 
ing which must have been 
due to muscle spasm. There was no atrophy. 
There was permanent flexion and some limita- 
tion of motion, but no absolute limitation save 
in rotation.’’ 

Dr. Young: Did the x-ray help you to make 
the diagnosis? 

Dr. Apams: Yes. It showed a decided dif- 
ference. Those taken on the 25th were the bet- 
ter pair. It seems to me there is a narrowing 
of the joint space, but the X-ray Department 
does not think so. But we can see that there is 
a distinct haziness. There was no question 
raised as to the process that had gone on here in 
the pubic bone or in the ilium, though now that 
we know what the trouble was we can see the 
disease starting in the iliac portion of the in- 
nominate bone. We had this x-ray taken and 
found this curious atrophy of his shaft and the 
spontaneous fracture. Then he was admitted 
to the house and had a thorough x-ray examina- 
tion made. They found Bence-Jones bodies in 
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the urine. The x-ray of the pelvis is extreme- 
ly interesting because the pelvis is collapsed. 
The pubic bones have practically disappeared. 
We could see how the disease had p in 
the ilium. We had some interesting x-rays of 
the hands, but they have disappeared. They 
showed the disease much more extensive in some 
of the metacarpal bones than in others. 

We had the blood examined, but did not have 
a differential count made, which perhaps would 
have been interesting. But we had the total 
blood done, which showed no very marked varia- 
tion from the normal. 

He had a spontaneous fracture of the left 
ulna. We did a biopsy and took out a small 
specimen for microscopical examination. 

Dr. Youne: Do I understand that you made 
the diagnosis of diffuse myeloma? 

Dr. ApAMs: That was from the specimen that 
we had. There was question whether it was 
myeloma or osteomalacia or multiple fibroma. 
Clinically 1 think it is more like osteomalacia 
than it is like anything else. 


BIOPSY 


Under novocain anesthesia the junction of the 
middle and the upper third of the ulna was 
through a longitudinal incision and 

found to be still movable. With a sharp scalpel 
the bone was cut. It was found to have a hard 
but very thin cortex through which the scalpel 
would go. When the scalpel entered the bone 
the interior was soft and could be easily cut. A 
fragment about 2 em. long and 5 mm. wide and 
thick was removed for pathological examination. 


INTERPRETATION OF X-RAYS DECEMBER 29 
Osteomalacia. 

CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Osteomalacia ? 


Fractures of the left ulna and the left femur. 
Bronchopneumonia. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 
ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
Osteomalacia with fractures. 
2. Secondary or terminal lesions 
Purulent bronchitis. 


Empyema, right. 
Emaciation. 


3. Historical landmarks 
Slightly defective closure of the foramen 


ovale. 


Dr. Ricnarpson: I will run through the gross 
anatomy in this case, and Dr. Wright will speak 
of the histology. 

The head was not examined, but I understand 
that the x-rays showed lesions in the skull. The 
right femur was fractured. The bones of the 
left leg could be manipulated easily—twisted in 
any direction. The left femur was fractured in 
the region of the middle and upper third, and 
there was another fracture. On the outer aspect 
of the left forearm there was a linear scar where 
a piece of the bone had been removed. The 
pelvis was markedly deformed and folded on 
itself twice. On pressure of the ilium between 
the fingers much soft, mushy, oozy material 
exuded. This condition was present in the pel- 
vie bones generally. 


The sternum was thickened, and the carti- 
lages from the sternum where they joined the 
ribs were perhaps a little thicker than usual. The 
ribs were bent in anteriorly and were very thin. 
They could be easily fractured between the 
fingers. 

The spinal column showed the process very 
markedly. The main difference in the condition 
of the bones grossly was the thinness of the ribs 
and the ease with which they could be fractured. 
The condition was well shown in the femur; 
that was enlarged, thickened, and the cortical 
portion had something of the consistence of a 
calcified sponge. The saw went through this 
easily. Then there was a large medullary por- 
tion consisting of soft to mushy tissue, a little 
fatty looking in places, in others a little gelatin- 
ous; no very definite red marrow in the sections. 

There was no evidence of tuberculosis. 

In the pleural cavities, on the right about 
400 c.c. of pus,—frank empyema and purulent 
bronchitis. I could not make out any definite 
areas of pneumonia. 

The death was from terminal empyema. 

This remarkable condition of the bones in- 
volved, so far as we went, practically every bone 
in the body. 

Dr. J. H. Wricut: This is a case we think 
should be called osteomalacia, softening of the 
bones. The process is very similar in some 
respects to rickets, and also has some relation- 
ship to Paget’s disease. Apparently all three 
of these diseases—rickets, Paget’s disease and 
osteomalacia—are essentially a disorder of the 
absorption and new formation of bone which 
goes on constantly during life. Old bone is 
constantly being absorbed and new bone is being 
formed continuously, so that in the course of 
time the entire bony substance of the skeleton 
is renewed. In these conditions there is a dis- 
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order of this process, and we have absorption of 
bone with new formation of bone, but this new 
formation is generally defective or deficient or 
inferior. 


Microscopic examination of the bony tissue 
from various situations in this case showed the 
following conditions. 

The cortex of the femur was represented by 

a layer composed of fibrous connective tissue 
with osteoid trabeculae in it. It was wider than 
the natural cortex. The connective tissue in 
general preponderated. It contained numerous 
fibroblasts and a good many blood vessels. Mul- 
tinucleated giant cells were present in varying 
numbers in it. The osteoid tissue had rather 
large bone-corpuscles, and did not stain uni- 
formly with hematoxylin, indicating imperfect: 
calcification. Osteoblasts were not numerous. 
In places giant-cells (osteoblasts) were associ- 
ated with the osteoid tissue. The osteoid tissue 
seemed to be new formed. The medulla con- 
sisted of fat tissue in which the bone trabeculae 
were less numerous than normal. The fat tis- 
sue was pervaded by a fibrinous reticulum, and 
was hemorrhagic in part. A few myeloid cells 
were present. 

The amount of osseus tissue in the vertebral 
bodies was reduced below normal, and was re- 
placed to a variable extent by connective tissue. 
Anastomosing bands of cell-rich connective tis- 
sue thus occurred in the substance of the ver- 
tebral body. This tissue had some appearances 
of fibrous osteoid tissue. Giant cells were seen 
in places. Myeloid tissue was present in fair 
amount. 

There was extensive transformation of the 
natural structure of the pelvic and sternal bones 
into connective tissue, in which were trabeculae 
of osteoid tissue. Giant cells were present in 
places. Many osteoblasts were to be seen, appar- 
ently forming bone. 

The rib was composed essentially of connec- 
tive tissue and imperfect bone. 

In brief, in this case the histology shows a 
disappearance of or reduction in the amount of 
normal bony tissue and the substitution therefor 
of fibrous tissue in more or less excess, with a 
certain amount of new but inferior or imperfect 
bone. The process may be regarded in part as 
an effort at repair or to compensate for the loss 
of natural bone. 

Dr. Casor: That is, the fibrous tissue was an 
attempt at compensation, like scar tissue. 

Dr. Wricut: I think so. I think it is the 
same way in rickets. There the weakening of 
the bone from disease calls forth the compensa- 
tory effort and the formation of osteoid and 
fibrous tissue. But in rickets the formation of 
the inferior bone is much greater than here. It 
is really in excess. Here the new formation is 
very deficient. In Paget’s disease also there is 
an excessive osteoid tissue formation, much 


greater than here. In this case the essential 


lesions seem to be the same as in rickets, only 
quantitatively different and lacking the changes 
in the cartilages. In some cases of osteomalacia 
I believe there is an excessive osteoid tissue 
formation, and it is very difficult to separate 
some of them from rickets. 

Dr. Casor: At the same time you do regard 
it as an independent disease ? 


Dr. Wricut: I should not like to be sure 
about it. 

Dr. Casor: We have had very few here, 
haven’t we? Have we had any other necropsy 
besides this? I do not remember it. 

Dr. Wricut: Didn’t we have a case of osteo- 
genesis imperfecta? 

Dr. RicHARpsON: Yes. That, cf course, is 
different. 

A Puysician: The calcium was high con- 
stantly in this case, running about fifteen milli- 
meters. 

Dr. Wright: That may have been due to 


excessive attraction of the calcium into the blood 
from the bones. 


Dr. Casor: Was there anything else remark- 
able in the chemistry of the blood? 

A Puysician: He ran an acidosis, but not 
very marked, not sufficient to call forth that 
solubility of calcium. 

A Puysician: Is rickets confined to children, 
or do we get it in adults? Would this represent 
the process in adults? 

Dr. Wricut: I should not be able to say that 
it is not rickets in adults. The processes are 
pretty close. 

Dr. Youne: Is there any response clinically 
to medication of any kind? Does overfeeding 
with cod liver oil or calcium have any effect ? 

Dr. Casor: In rickets we think we know defi- 
nitely now that the deprivation of light has 
something to do with it. Probably this man was 
not deprived of light in the way a baby shut up 
in a tenement may be. 

Dr. Younc: Probably just the opposite, since 
he was in a sanatorium for a year. 

Dr. Casor: I think I remember a queer-look- 
ing x-ray of the chest. May we see that again 
in view of the fact that the lungs are negative? 

Dr. Apams: I think the findings in the Out- 
Patient Department when the man first came 
in are quite interesting. 

Dr. Casor: That is a very strange looking 
chest for normal lungs. 

Dr. RicHARDSON: What is the matter with it? 

Dr. Casor: The thing I see is above the heart 
shadow, a great mass of shadow spread out on 
both sides, which I do not remember having 
seen in any normal chest. 

Dr. WricuT: Could those be the changes in 
the rib? 

Dr. Casor: There was not a thing in gross 
to correspond to this? 

Dr. RicHarpson: No. There is one thing 
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which I forgot to mention. Underneath the 


sternum there was a small abscess. 


Dr. Casor: His empyema was right. But 
that does not account for all this shadow, and I 
have no idea how we do account for it. 


NOTES ON OSTEOMALACIA BY DR. G. W. HOLMES 


The term osteomalacia is somewhat confusing 
in itself. It may be applied to any general dis- 
ease of the bone characterized by absorption or 
lime salts. 

In general, we think of it as a process which 
involves several bones and which is accompanied 
‘by multiple fractures. The bones as seen on the 
x-ray plate show marked diminution in density 
and occasionally coarse irregular trabeculation. 
There may also be deformity due to the bowing. 
Bones are usually not increased in size. There 
is no periosteal proliferation or other evidence 
of new bone formation. The joint surfaces ap- 
pear normal. At the site of fractures callus 
may be seen. 

The process differs from myeloma and other 
forms of malignant disease in that there is no 
actual destruction of bone or new bone forma- 
tion around the involved areas. It differs from 
rickets in the absence of marked increase in size 
or deformity of the epiphyseal line. 

Osteitis fibrosa and osteogenesis imperfecta 
may well be included under osteomalacia. Os- 
teitis fibrosa, so-called, is usually accompanied 
by a cyst-like formation in the bone. These 

are absent in what is generally spoken 
of as osteomalacia. Osteogenesis imperfecta oc- 
casionally involves the skull in a rather differ- 
ent way than any other bone disease. On x-ray 
plates the skull has a pattern resembling mosaic ; 
otherwise this condition is the same as other 
forms of osteomalacia.® 


*See also G. W. Holmes, Osteomalacia, its roentgen- 


ographic appearance and classification. Am. Jour. 
Roent., October, 1918, p. 507. 


THEY CLAIM TOO MUCH 
(New York Tribune Editorial) 


The chiropractors are renewing at Albany 
their effort to obtain a legal standing. If the 
cult is to be tolerated in New York, regulation 
of its practice is desirable, but the terms by 
which chiropractic demands recognition would 
raise it to a plane equivalent to that of medi- 
cine. It would be folly for the State to grant 
any such indulgence. 

The spine manipulators are innocent of medi- 
eal knowledge. They deny that they practise 
medicine, yet they ask for the right to sign 
death certificates and to pass under the title of 
“*doctor.’’ They would assume functions of the 
physician without submitting to the usual ex- 
amination. The answer to these pretensions is 


simple. They can secure the privileges of doc- 
tors by passing the regular tests of the Medical 
Examining Board, as osteopaths are required 
to do. Having qualified as physicians they can 
confine their treatment to chiropractic if they 
choose. Why are they unwilling to come in by 
the front door? Because they will not take the 
trouble to provide themselves with a key. They 
disdain a medical education, say they have no 
use for it in their business, therefore it is cruel 
to compel them to spend money learning super- 
fluous theories. Chiropractic, they say, is a 
different ‘‘science’’ from medicine and needs 
only a high school education followed by a spe- 
cial course of training. So they would become 
‘*doctors’’ by license of an examining board 
of their own. 

The ambition of the chiropractors is to have 
the control of their school entirely in their own 
hands. They insist on a board of chiropractic 
examiners appointed by the State Education 
Department. These examiners would approve 
candidates for licenses to be issued by the State 
Board of Regents. It would be a dangerous 
concession. Physicians should have representa- 
tives on the board. An impressive jargon con- 
ceals the fact that chiropractic is essentially a 
form of massage. If its votaries can be licensed 
as expert masseurs or spine adjusters and held 
within the limits of their specialty that will be 
a sensible measure. To set up the cult as a 
branch of healing codrdinate with medicine 
would be a mischievous proceeding. The Legis- 
lature will do well to hold to that view, as it has 
done heretofore. 


SOME SIGNIFICANT FACTS 


It has been estimated that at the present time 
we eat 30 per cent. more food than our grand- 
parents consumed, 374 per cent. more sugar, 
and 54 per cent. more coffee. 

Since 1900 the death rate from Bright’s dis- 
ease has increased 15 per cent. and from heart 
disease 27 per cent. 

While it is improbable that the change in the 
quality and quantity of food and drink is wholly 
to blame, the facts furnish food for thought. 


THE IMPORTANCE OF MEASLES 


The New York City Department of Health 
reports 31 deaths from measles in the week clos- 
ing with March 8, 1924. 

This shows a greater number of deaths from 
this disease than from either scarlet fever, 
whooping-cough or diphtheria. 

Measles is not to be lightly considered. 


Dr. JosEPH GARLAND addressed the Worcester 
Central Registry of Nurses in the lec- 


ture course, March 25. Subject: Diphtheria 
Prevention. 
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THE MUNICIPAL HEALTH UNIT IN 
BOSTON 


THE annual report of Dr. Wilinsky, published 
on another page, describes the work of the 
Municipal Health Unit on Blossom Street in 
the West End. 

The work being done at this Unit is the out- 
growth of the ‘‘health center’? movement which 
is developing rapidly in many of the larger 
cities of the United States and which has been 
taken up by some of the smaller communities 
as well. Some of these units, or centers, are 
financed by private funds and others by munici- 
pal health departments. In either case the fun- 
damental purpose is to bring together under 
one roof representatives of all agencies, both 
public and private, which are actively interested 
in the improvement of health in the particular 
locality, and thus to promote economy and 
efficiency in the conduct of their work. The 
health unit which fulfills its purpose demands 
not only a codrdinated program for the agencies 
but it requires also codperation between the 
agencies and the local private physicians. The 

hysicians should be encouraged to take part 
in the work and should be consulted about the 
management of the Unit and about new develop- 
ments under consideration. 

The physician may properly be asked to con- 
tribute without charge such service as he is 


qualified for and willing to perform. He should, 
at least, codperate to the fullest extent in the 
program of the Unit. If he takes part in the 
work his medical outlook will be broadened and 
he will learn to apply the principles of preven- 
tive medicine more and more in his private 
practice. Coincidently, a demand that he 
should do so will develop among the laity. Thus, 
the application of preventive methods will 
spread, and all persons will benefit by the 
change. 

Municipal units should be multiplied until 
they cover all sections of the city where there 
is need for them. The expense of maintenance 
is relatively small as compared with that of a 
well-equipped dispensary so long as the medi- 
eal work of the Unit is kept within the limits 
of that which is essentially preventive in pur- 


pose. 

Undoubtedly, however, demands will arise 
from time to time for the inclusion in these units 
of treatment-clinics of various kinds. It seems 
to us that to do so, unless with prophylaxis 
as the aim, would be to depart m sound 
policy. It is arguable that medical advice 
for local cases of tuberculosis or of venereal 
disease might be included among proper func- 
tions of a health unit on the ground that a cer- 
tain amount of such work is now being done at 
municipal expense as a means of eradicating 
these diseases, but there would seem to be no 
reasonable ground for providing accommoda- 
tion in a health unit for treatment not essen- 
tially prophylactic in purpose, even if not con- 
ducted at the expense of the Health Department. 
Treatment-clinics require more space and more 
apparatus than is needed for preventive work. 
Inclusion of treatment-clinics in a health unit 
would tend to overshadow the preventive as- 
pects of the work and would require larger 
buildings than have been planned for the ac- 
commodation of future health centers in Bos- 
ton. 

Medical treatment for the poor is now pro- 
vided to some extent by the Hospital Depart- 
ment and by the Institutions Department. If 
more treatment is needed let it be provided by 
extending the work of these departments and 
let the Health Department continue to work for 
the eradication of preventable disease. 

We are essentially in accord with the views 
expressed by Dr. Wilinsky in his report, we 
are impressed with the importance of the work 
being done at Blossom Street, and we commend 
the report to the careful attention of our 
readers. 
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Every graduate of the Harvard Medical 
School should read this letter. The sentiment 
expressed should stimulate loyalty to the School. 
The arguments submitted are cogent. 

If every graduate should feel moved to enter 
upon this campalgn enthusiastically the neces- 
sary funds would be forthcoming and the erec- 
tion of the dormitory could be begun forthwith. 


A MEMORIAL HOSPITAL 


IMMEDIATELY following the earthquake which 
devastated Tokyo and Yokohama the American 
people contributed over $11,000,000 to the 
Japanese relief fund of the American Red Cross. 
It will be recalled that more than 100,000 per- 
sons were killed, 113,000 injured, and 550,000 
homes destroyed. 

Most of the remainder of the fund will be 
used by the Japanese government in the erec- 
tion of a hospital in Tokyo which will be a mon- 
ument to American generosity to Japan. 

The building will cost $1,500,000, and $1,- 
500,000 more will be placed in an endowment 
fund for maintenance. Before the earthquake 
there were 3000 charity beds in the hospitals in 
and about Tokyo. Now there are only 500. The 
memorial hospital will provide for 200. 

Evidence of good will between nations is a 
better guarantee of peaceful relations than 
brig be the case in the construction of battle- 

Ips. 


MORTALITY DUE TO MOTOR VEHICLES 


THE published statements of the number of 
deaths due to automobiles are regarded as in- 
correct because it is among statisticians 
that deaths resulting from collisions of automo- 
biles and railway trains or trolley cars are clas- 
sified as due to railroad or trolley car fatalities 
and not to the operation of automobiles. Many 
of these collisions are due to faulty operation of 
motor ears and the fatalities should be charged 
against operation of automobiles. It is per- 
fectly obvious that most crossing accidents are 
caused by faulty driving. If all of the deaths 
resulting from bad management of automobiles 
should be recorded in the proper column there 
would be a larger and more impressive death 


rate. 

The better protection of grade crossings would 
save the lives of many persons traveling in auto- 
mobiles, but the greater responsibility rests on 
the operators rather than fool-proof devices, 
for in the last analysis the driver is the person 
of whom most must be expected. 


REGULATION OF THE PRACTICE OF 
MEDICINE 


K J. MonacHan, Commissioner of 
the City of New York, in a letter to 


Dr. 
Health of 


the editor of the American Journal of Public 
Health, referring to the unlegalized practice of 
medicine by the graduates of diploma mills and 
the exponents of the so-called new schools of 
medicine, expresses himself as follows: 


‘It is both proper and wise, in making an 
attack upon this peril, not to narrow it in scope 
to the few of the thrice fifty-seven varieties of 
cults, which happen at the moment to be most 
in the limelight of publicity. 

‘‘The three things that are essential to re- 
form present-day evils and to prevent the peril 
to public health which you point out are the 
following: 

‘*First: Demand adequate and uniform edu- 
cational qualifications in every State of the 
Union for any person who desires a license to 
treat the sick. 

‘Second: A method of registration and 
check-up that will at once single out any person 
who is not legally qualified to practice medicine. 

‘“‘Third: Prompt and vigorous prosecution 
of those who practise illegally. 

‘*Depend upon my support in your campaign. 
I am sure that public health officials generally 
will rally to assist you in this most laudable 
enterprise. 

‘**Very truly yours, 
‘*FRANK J. MonaGHAan, M.D., 
‘Commissioner. ’’ 


It is most gratifying to find public health 
officials who are willing to express definite opin- 
= regarding this phase of public health prob- 
ems. 

The people should have definite instructions 
from authoritative sources that the registration 
of the cults is tending to break down the public 
health policy of the State as well as being a 
menace to life of the patient who may happen 
to be the victim of real disease. 


A COMPLICATED SITUATION 


THE Northampton Gazette carries an adver- 
tisement of a chiropractor and in its reading 
columns prints a reference to the chiropractor, 
using the title ‘‘Dr.,’’ and announces that he 
will have more extensive offices in the building 
to which he has recently moved. 

These offices are in a building reported to be 
owned by the District Attorney. If this is true 
the peculiarities of the situation are obvious. 
It may be in order for the citizens of Hamp- 
shire County to suggest that it is not good taste 
for a District Attorney to receive rent money 
from a man who has been convicted of earning 
his money by unlawful practice. If the chiro- 


practor pays for his new and better equipped 
offices which are believed to be owned by the 
District Attorney who convicted him of violat- 
ing the laws of this Commonwealth, he will con- 
tinue to derive his income from illegal practice. 
The situation is awkward, to put it mildly. 
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Tue Commonwealth of Massachusetts, exclu- 
sive of Boston, reported 25 deaths in the puer- 
peral state for the month of January, 1924. 
These are classified as follows: 


Puerperal septicemia............ 11 
Embolism and thrombosis........ 4 
Eclampsia and albuminuria...... 7 
1 
Postpartum hemorrhage.......... 1 
Acute intestinal obstruction...... 1 


One of the cases of embolism was associated 
with a septic uterus resulting from abortion; 
the case of thrombosis was also reported as 
being septic; consequently 13 of the 25 deaths 
for the month were associated with puerperal 
infection. Seven more were associated with 
eclampsia, which is a more or less preventable 
condition providing the patient is under super- 
vision of her physician during pregnancy. It 
is, therefore, not too much to say that careful 
observation and aseptic management would 
have lowered the maternal deaths for the month; 
80 per cent. of which were due to largely avoid- 
able conditions. 

The proper time for vaginal examination of 
a pregnant patient is at her first visit to the 
physician who is to have charge of her confine- 
ment. This completes the general physical ex- 
amination of the patient and is of paramount 
importance. Few, if any, intelligent women 
today object to being examined; many expect 
to be, and would consider the physician casual 
end inattentive if he did not insist upon it. 

It matters not how early in pregnancy the 
patient may present herself. If she is seen dur- 
‘ng her first three months certain malpositions 
of the uterus may be observed to be present and 
“ppropriate treatment instituted to correct them. 
.t this period also careful vaginal examination 
will reveal the presence of possible ectopic preg- 
ancy, Ovarian cysts or tumors, uterine fibro- 
‘\yomas, or inflammatory masses in the pelvis 
watch may have great importance in the han- 
‘ing of the ease. The vaginal examination of 
carly pregnancy does not, of course, preclude 
tue possibility of its repetition being necessary 
lat er, especially during the last month, when 
‘he size of the fetus is studied in relation to the 


materna! pelvis; in many cases, however, it will 
be the only one necessary. 

Routine vaginal examination may be done 
either at the patient’s home or at the physician’s 
office, depending upon the occasion when the 
patient is first seen. As a general rule, how- 
ever, the latter will be the more convenient 
place. The patient should lie on her back, with 
her hips as close to the edge of the bed or the 
end of the examining table as possible, her 
thighs flexed, feet supported on two chairs or 
on foot rests, and her knees apart. All clothing 
about the waist should be removed or loosened 
and the abdomen covered with a sheet. The 
physician’s hands should be thoroughly washed 
with soap, water, and scrub brush, and a freshly 
boiled rubber glove drawn on the left or ex- 
amining hand, taking care that the outside of 
the glove is not allowed to touch either the 
physician’s right hand or other object before 
the examination is made. In the last month 
of pregnancy the same precautions should be 
taken to render the hands as nearly sterile as 
possible as for an abdominal operation, in order 
that should labor supervene shortly after the 
examination there would be no danger of bac- 
teria having been introduced at this time. 

The patient and physician being now ready, 
the examination may be carried out. First, the 
vulva should be inspected to determine whether 
the introitus is closed or open; whether, after 
the labia have been gently separated, if neces- 
sary, with the thumb and forefinger of the right 
hand, there is bluish discoloration of the intro- 
itus; whether there is relaxation of the anterior 
or posterior vaginal wall; whether the hymen 
is partially present or completely gone; whether 
there is evidence of previous perineal laceration ; 
whether there is any discharge from the ure- 
thra; and whether Bartholin’s glands show evi- 
dence of recent or remote infection. _ 

These points having been determined by in- 
spection, the patient is instructed to relax her- 
self as completely as possible and the vagina is 
gently entered with the gloved examining fin- 
gers. If necessary the thumb and forefinger 
of the physician’s right hand should spread 
apart the labia minora in order that the exam- 
ining fingers may pass directly into the vagina 
without carrying with them any secretion or 
bacteria from the vulva. Ordinarily with multi- 
parae examination with two fingers is easily 
accomplished. With primiparae, however, the 
situation may be complicated by the relative 
rigidity of the tissues plus the patient’s appre- 
hension and consequent imperfect relaxatior 
In such cases the index finger should be inserted 
very slowly and gently, pulp downward, and 
making gentle and constant pressure on the 
perineum ; the middle finger can then ordinarily 
be inserted beside the first without discomfort 
to the patient provided the downward pressure 


on the perineum is kept constant. Gradually 
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the fingers can be inserted farther, the physi- 
cian meanwhile gradually supinating his hand 
so that the pulps of the fingers face upward 
until they come into contact with the cervix of 
the uterus and the vaginal vault. 

Most of the unsatisfactory results of vaginal 
examination are due to the fact that too much 
haste and too little gentleness are used by the 
examiner, especially if the tender tissues beneath 
the symphisis are impinged upon. 


Miscellany 


ADDRESS DELIVERED AT THE LAYING 
OF THE CORNER STONE OF THE 
NORTH END HEALTH CENTER, JANU- 
ARY 31, 1924 


BY GEORGE C. SHATTUCK, M.D. 


I am glad to have this opportunity to con- 
gratulate the people of the North End on the 
fact that they are to have a health unit or 
health center, and, again, that this unit is to 
be housed in so beautiful a building as will be- 
come available through the generosity of Mr. 
White and the action of the trustees of his fund. 
It argues well for future happiness and pros- 
perity in Boston that the paramount importance 
of good health, not only to the individual but 
to the community as a whole, has been thus 


recognized. 

Although a health center was started by his 
Honor, the Mayor, in his previous administra- 
tion, and although this center in the West End 
is not far from here, I do not suppose that many 
of you have thought much about the functions 
of such a center or about what conditions favor 
its usefulness. I hope, therefore, that, desiring 
to stimulate your interest, I may venture to ex- 
press some personal views on the subject of 
health centers. 

First of all, it should be realized that a health 
unit has a purpose and a function very different 
from that of the hospital, the dispensary, or 
the private physician in his ordinary capacity 
as adviser to the sick. 

Their function is to provide medical advice 
or treatment for the sick. 

A health unit, on the other hand, exists to 
prevent sickness, and to raise the standard of 
health throughout the district. 

Moreover, a health unit should unify the pro- 
pen of all agencies working locally for the 

provement of health. Thus, the efforts of the 
health department and those of voluntary agen- 
cies are pooled and codrdinated in the locality. 

The Unit in the West End is now firmly es- 
tablished and for some time past has been func- 
tioning admirably under able leadership. The 
West End Unit, doubtless, will serve in many 
respects as a model for new units in this city. 
Its success is at once an incentive and a chal- 


lenge to your Unit to do as well or better—and 
you tle be sure this will be no easy task. 

It seems to me that the essentials for success 
in a health center are: 

Firstly, a sound program based upon clear 
conceptions of the functions to be exercised by 
the center. 

Secondly, an able, unselfish and high-minded 
director. 

Thirdly, effective codrdination of effort be- 
tween agencies using the center. 

Fourthly, intelligent use of the center by the 
individual citizen. 

Fifthly, codperation between the center and 
the citizens in efforts to safeguard the health of 
all 


It has been said by Dr. Charles W. Eliot that 
‘to promote health in the individual, the fam- 
ily, and the community should be the constant 
aim of every good citizen in the American democ- 
racy.’’ 

In closing, I wish all success to this new ven- 
ture in the North End. 


-- 


BOSTON MEDICAL HISTORY CLUB 


At the meeting held at the Boston Medical 
Library, Monday, March 17, Frank L. Plead- 
well (M.D., Harvard, 1896), captain, Medical 
Corps, U. S. N., read a paper on ‘‘A New View 
of Dr. Elisha North and His Treatise on Spot- 
ted Fever, Based on a Recently Discovered 
Manuscript.’’ 

Elisha North, born in Goshen, Conn., in 1771, 
the son of a doctor of the old school, showed 
an early interest in medicine and in 1793 went 
to Philadelphia, where he studied with Dr. Ben- 
jamin Rush, but did not take his degree. He 
returned to Goshen, where he opened an office 
and soon took a prominent place in his com- 
munity. He moved to New London in 1812, 
receiving the degree of M.D. from the State 
society in 1813, and there continued to practise 
up to the time of his death in 1843. He was 
among the first to report a case of cowpox in 
a human, made early use of the clinical ther- 
mometer, and he opened the first eye infirmary 
in the United States (at New London). 

The first epidemic of a fever characterized 
by a maculated eruption, which gave it the name 
of ‘‘spotted fever,’’ began in 1805 in Massa- 
chusetts, soon spread to Connecticut, and was 
prevalent from 1806-1810, with a recrudescence 
in 1830 and a fresh outbreak lasting from 1837- 
1850. The customary treatment was depletive 
with sweating and bleeding. Dr. North, how- 
ever, considered death in this epidemic due not 
to putrefaction but to action on the brain and 
nerves, and therefore used stimulating methods, 
which gradually appealed more and more to the 
profession. His experience led him in 1811 
to write his classical treatise on ‘‘Spotted Fe- 
ver,’’ which was an attempt to preserve all in- 
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formation on the subject, and, by means of case 
histories, to show the nature and treatment of 
the disease. He also published other books, 
among them an ‘‘Outline of the Science of 
Life,’? a treatise on phrenology, and many 
shorter articles on different medical subjects. 

In his memoirs he says that 30 or 40 years 
after his original treatise on spotted fever he 
planned a second edition, and the manuscript 
notes made for this purpose, together with Dr. 
North’s own annotated copy of his treatise— 
both of which were recently discovered in an 
old book shop in Washington—were then shown 
by the reader. By lantern slides of the revised 
title page and parts of the manuscript the inter- 
esting fact was then brought out that Dr. 
North’s views on spotted fever had undergone 
a striking and radical change in that he had 
become convinced that cholera and spotted fever 
were varieties of a single disease entity, which 
he proposed to call malignant asthenia. The 
original title and the text throughout the book 
were, therefore, to be changed to conform to 
this new idea. 

At this period there were many delusions and 
opinions about cholera. The epidemic which 
had begun in Asia in 1816 had reached Ameri- 
ca in 1832, coming between the recrudescence 
of spotted fever in 1830 and its reappearance 
in 1837. From the state of pathology in those 
days and the reliance upon symptoms rather 
than on signs and the possibility of the simul- 
taneous appearance of aberrant types of each 
disease, there might have seemed some connec- 
tion in some cases. In children cases of cholera 
are often bizarre and cerebrospinal meningitis 
may have some signs like cholera, as has been 
shown in recent cases in Manila. As a matter 
of fact, Dr. North himself, in 1811, spoke of 
the danger of contamination from rice-water 
discharges and mentioned a cholera-morbus type 
of spotted fever. Yet the epidemiology and 
symptomatology of these two diseases are so 
cifferent that it is hard to understand Dr. 
North’s insistence on their intimate connection. 
'n other respects he was in advance of his time. 
le advocated moderation in venesection, mildly 
stimulating treatment in cholera with warmth, 
rest and anodynes. He believed firmly in the 
‘alue of careful nursing and was cautious in 
i8 use of mercury, stating that he had seen 
any permanent injuries from its too free use. 

'e was loyal to his profession, named his three 
‘ildren after Darwin, Harvey and Heberden, 
od had a modest estimate of his own work. 
fortunately for his reputation the second edi- 
on of the treatise was never published and one 

‘ust look upon his changed views as a sort of 
- session, perhaps as an example of the truth 
-’ Dr. Osler’s dictum regarding the true pro- 
..ctive age of man. 

Jr. F. B. Lund, before reading his ‘‘ Medical 
from Herodotus,’’ spoke informally 


of the cult of Esculapius, showing the great con- 
fusion in regard to the god of healing in the 
earliest times, with a gradual acceptance of 
Esculapius as head of the cult. He explained 
the relation of magic, dreams and serpents to 
early medicine, discussed the locations and meth- 
ods of treatment of the temples, and read from 
the ‘‘Plutus’’ of Aristophanes the amusing, and 
doubtless fairly authentic, account of a patient’s 
visit to a temple. He then translated from 
Herodotus the story of the cure of the King of 
Egypt’s blindness, and the interesting account 
of the Greek physician Democedes of Croton, 
who, as a captive, treated King Darius’ dislo- 
eated ankle, and, after varied medical experi- 
ences, escaped and returned to Greece. 

Dr. J. W. Farlow read a letter describing the 
famous pet Myna bird (a native of India), 
which for many years lived in a cage in the 
waiting-room of Dr. Henry J. Bigelow’s office, 
and showed a photograph of Dr. Bigelow and 
the bird. 

Mr. James F. Ballard showed engravings de- 
picting the myths of the birth of Esculapius, 
and exhibited the recently acquired 1790 re- 
print of the ‘‘Christianismi Restitutio’’ (1553) 
of Michael Servetus, which contains the first 
account of the pulmonary circulation. He then 
briefly reviewed the interesting events in the 
life of Servetus, his work as a fellow-student 
with Vesalius, his publication of a book on 
syrups, followed by the ‘‘Restitutio,’’ his quar- 
rel with Calvin, and his death at the stake. Of 
the original edition but three copies are known, 
most of them having been burned, and this 
reprint, which is also quite rare, is an exact copy 
in paper, type and binding of the original. 
Dr. Osler’s broadside on Servetus, published in 
1908, was also shown. 


ORGANIZATION MEETING OF THE ES- 
SEX COUNTY SEAL SALE COMMIT- 
‘TEES 


An organization meeting of the Essex County 
Seal Sale Committees was held in the Essex 
County Sanatorium Tuesday, March 4, at 11.30 
a. m., with about 30 people present. The meet- 
ing was called to order by Roscoe W. Vining, 
field secretary of the Massachusetts Tuberculo- 
sis League, who presided. 

Mr. Vining explained that at a previous meet- 
ing a committee on organization had been ap- 
pointed which consisted of Miss Helen Wales 
of Beverly, chairman; Mrs. Leonard Dresser of 
Georgetown, and Roscoe W. Vining of the Mas- 
sachusetts Tuberculosis League. Upon the ap- 
pointment of this committee Miss Wales sent 
letters to all of the Seal Sale chairmen of Essex 
County, asking them to express frankly their 
opinion as to whether or not a county organiza- 
tion should be formed in Essex County. It was 
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the unanimous opinion of those replying that 
a county organization should be formed. 

In the absence of Miss Wales, chairman of 
the committee on organization, Mr. Vining sub- 
mitted the following report: 

‘‘On February 5 the committee met in Salem, 
and it was decided that in addition to the Seal 
Sale chairmen, who will doubtless act as direc- 
tors of the organization, the following people 
be appointed to serve as directors at large: 


Mr. J. Edwin Austin, Mrs. Granville Allen, Mr. 


Frederick Butler, Mrs. Edith Howe, Mr. Josiah 
H. Gifford, Miss Louisa P. Loring, Dr. Olin 8S. 


Pettingill, Dr. Walter Phippen and Mrs. Edward 
Cole. 


‘*It was also suggested that the following be 
elected as temporary officers: Dr. Olin S. Pet- 
tingill, president; Dr. I. J. Clarke, vice-presi- 
dent; Miss A. Gertrude Hines, secretary; Mr. 
J. Edwin Austin, treasurer. The following were 
suggested as an executive committee: Dr. Wal- 
ter Phippen, Mr. Frederick Butler, Mrs. Leon- 

Dresser, Dr. Robert Stickney, Mr. Josiah H. 
Gifford and the officers. 


‘*It was also suggested by the committee that 
there should be appointed a committee on con- 
stitution and a budget committee, these com- 
mittees to report at a later meeting.’’ 

After some discussion it was unanimously ear- 
ried that the report of the committee on organ- 
ization be accepted. 

After further discussion of the purpose and 
function of the proposed organization, it was 
voted to adopt the report of the committee on 
organization and by so doing elect the directors 
at large, the temporary officers and the execu- 
tive committee. This motion was also carried 
unanimously and the report declared adopted. 

A motion was made and earried that Mr. 
Vining act as chairman of the committee on 
constitution and that he appoint two members 
to serve with him. It was moved and carried 
that Mr. Vining serve as chairman of the bud- 
get committee and that he appoint two members 
to serve with him. 

The discussion of a summer camp to be held 
at the County Preventorium under the super- 
vision and direction of Dr. Pettingill, was then 
taken up and a very general discussion fol- 
lowed. Among those participating in the dis- 
cussion were: Dr. Benard of Lynn, who spoke 
of the preventorium work in France as he has 
seen it outside of Paris; Dr. Hopkins, of Lynn; 
Dr. Pettingill, Middleton; Dr. Remick, of the 
State Department of Health, and others. At 
the close of this discussion it was moved and 
carried that Dr. Olin Pettingill serve as chair- 
man of a camp committee, and that he appoint 
his own committee. 

At 12:45 the meeting adjourned, subject to 
the call of the president. 

Upon invitation of Dr. Pettingill the meeting 
adjourned to the dining room where dinner was 


served. At the close of the dinner Mr. Frederick 
Butler, of Lawrence, spoke of the hospital situ- 
ation in the county, and said that he believed 
it was the functioning of organizations like the 
Essex County Health Association that stand 
back of the county hospital plan. 

A motion was made by Dr. Benard that a 
vote of thanks be extended to Dr. and Mrs. Pet- 
tingill for their hospitality, which was unani- 
mously carried. 


A. GertrupvE Hines, Secretary. 


WORCESTER DISTRICT MEDICAL 
SOCIETY 


The Worcester District Medical Society has 


arranged for an open meeting as indicated in 
the subjoined letter. 

This society has taken a prominent position 
in efforts to instruct the laity. 

The meeting will be worthy of support and 
representatives of other districts will find it 
worth while to attend. 


March 24, 1924. 
Dear Doctor: 


The April meeting of the Worcester County Medi- 
cal Society will be a public meeting. The program 
is now completed and the place is the hall of the 
High School of Commerce on Walnut Street; the 
time April 11th, at 8 p.m. 

His Excellency, Governor Channing Cox, will be 
present, also Surgeon General Cumming, of the Pub- 
lie Health Service, and Dr. Tucker, of the Aetna Life 
Insurance Co. With this array of speakers a capacity 
audience should be present, but it will require the 
personal effort of every member of the society to 
fill the hall. 

The committee on publicity has made arrange- 
ments for an advertising campaign to bring this mat- 
ter to the attention of the people, but nothing will 
take the place of the personal solicitation by members 
of the society among their friends and patients. 
Please make no engagements for the evening of April 
lith, and be at the hall with all of the members of 
your family. In the meantime will you not urge upon 
all your patients and friends the desirability of 
attending this meeting in order to acquaint them- 
selves with the work the profession has carried on in 
the prevention of disease and the results of this work 
up to date. 

The responsibility of deciding public health mat- 
ters belongs to the community but, in order that the 
laity may decide them intelligently, all available 
data should be presented. The purpose of this meet- 
ing is to present the side of the medical profession 
and give the people an opportunity of learning what 
the truth is about preventive medicine. The more 
people we reach, the more good we can do. 

Urge everybody you know to attend and be there 


yourself 
Sincerely, 
WILLIAM A. BRYAN, 
Chairman Publicity Committee. 


LATER ADVICES 


The program has had to be changed because 
Surgeon-General Cumming has received orders 
to prepare to go to Europe. The amended pro- 
gram is as follows: 

1. The Origin of Preventive Medicine. Dr. 
George E. Tucker, of the Aetna Life Insurance 
Company of Hartford. 
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2. The Development of Preventative Meas- 
ures. Assistant Surgeon-General Arthur Stim- 
son, of the Department of Public Health, Wash- 
ington. 

3. The Responsibility of a Community To- 
wards Public Health Measures. Governor Chan- 
ning Cox of Massachusetts. 


ESSEX SOUTH DISTRICT MEDICAL 
SOCIETY 


A regular meeting of the Essex South Dis- 
trict Medical Society was held at Salem Hos- 
pital on March 19, 1924, at 5 o’clock p. m., with 
sixty members in attendance. Clinical demon- 
strations were presented as follows: 

1. i carcinoma of liver with resec- 
tion. 


Gastric ulcer with mid-gastric resection. 
Dr. FYELp. 
1. Fractured spine. 
2. Dislocated cervical vertebra. 
Dr. RoGers. 
1. Gastric uleer—medical cure. 
2. Brain tumor. 
3. Tabo-paresis. 


Dr. McDermott. 
1. Two problems of fracture of the lower 


Prostatectomy. 
Dr. PHIPPEN. 


Dr. Perkins then read a paper, illustrated by 
lantern slides, in which he made a plea for in- 
creased professional standing of the roentgenolo- 
gist. 

Dinner was served at 7 o’clock, after which 
Dr. A. Warren Stearns, of Boston, delivered 
an informal essay on ‘‘The Sick, The Poor, The 
Bad.’’ Flowers for the tables were given by 
Dr. Hardy Phippen, at this time a patient in 
the hospital, convalescing from serious sepsis, 
rege in the performance of his professional 

utes, 

An expression of sympathy for Dr. Phippen, 
and appreciation of his floral contribution, was 
voted. A vote of thanks was also passed to the 
trustees of the Salem Hospital, and its staff, 
for their hospitality, and to Dr. Stearns for his 


address. Adjourned. 
Wiuuiam T. Hopkins, Reporter. 
SPEAKERS ON THE SUBJECT OF 
TUBERCULOSIS 


The subjoined letter has been sent to medical 
societies: 


. Recently, as you know, marked advance has 
seen made in the diagnosis and treatment of 
‘ubereulosis in all forms and especially in chil- 
dren. You have doubtless seen that the State 
Department of Health plans to enter upon a 
ten-year programme involving the examination 
and study and especially the care of under-nour- 


ished children, and those who have been exposed 
to tuberculosis. 

The Boston Tuberculosis Association believes 
the whole subject to be one of the greatest im- 
portance. We are prepared to provide speak- 
ers who can talk with authority on the subject 
ef tuberculosis, and especially tuberculosis in 
children, with lantern slides if necessary, in any 
meeting in and about Boston. I hope you will 
feel free to call upon us at any time if you 
feel that such a talk would be of interest to the 
members of your society or staff. 


JoHN B. Hawe:, 2p, M.D., 
President, 


Boston Tuberculosis Association, 25 Hunting- 
ton Avenue, Boston 17, Mass. Telephone Back 
Bay 10505. 


STOWAWAY ESCAPES DEATH FROM 
FUMIGATING GAS 


The lachrymatory quality of a new fumigating 
gas now being used by the United States Pub- 
lie Health Service in ship fumigation recently 
saved the life of a stowaway and proved the 
efficacy of the ‘‘tear’’ gas in giving warning 
to persons who may be left in compartments 
undergoing fumigation. 

A recent report to Surgeon General Hugh 
S. Cumming, from the quarantine station at 
Baltimore, relates the incident in connection 
with the fumigation of a vessel at that port. The 
stowaway at first secreted himself in the coal 
bunker, but when he saw this space was being 
prepared for fumigation, he hid in the small 
compartment known as the rope locker. As this 
space was connected with another compartment, 
which was being fumigated, the fumes reached 
him in his hiding place and were strong enough 
to drive him out. He managed to escape by 
the upper companionway door before falling 
in a dazed condition, from which he was easily 
revived, none the worse for a rather unpleasant 
experience. 

For many years, sulphur dioxide, generated 
by the burning of sulphur in the open air, was 
about the only gas used in fumigating ships for 
the destruction of disease-carrying insects and 
vermin. Then, quarantine officers began to use 
hydrocyanic acid gas; but this proved so dan- 
gerous that its use was attended with great dif- 
ficulty and occasionally with loss of human life, 
in spite of the greatest caution. 

During the years 1922-1923, the Public Health 
Service and the Chemical Warfare Service of 
the United States Army, working together, de- 
veloped a new fumigant, known as ‘cyanogen 
chloride gas mixture, which combines the lethal 
qualities of hydrocyanic acid gas with the irri- 
tating or lachrymatory properties of tear gas. 
Also, the gas is generated more slowly than can 
be done with hydrocyanic acid gas, but the effect 
on the eye is such that anyone who happens to 
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be overlooked in a compartment, as sometimes 
happens, especially in the case of stowaways, 
has a chance of being driven out before he is 
overcome.—U. 8S. P. H. 8. Bulletin. 


HARVARD MEDICAI, SCHOOL 
DORMITORY 


Dr. P. Jostin, chairman of the Har- 
vard Medical School Dormitory Committee, en- 
tertained the members of the General Commit- 
tee at a business dinner on March 22. The 
report of the activities of the committee to date 
indicates very favorable progress for the fund. 
So far the work of the committee has been 
directed towards enrolling as many as possible 
of the graduates of the school as subscribers, 
and already approximately 50 per cent. of this 
body have subscribed an average of $77 each. 
Although no distinct effort has yet been made 
to approach the laity, the total sum donated 
by graduates has practically been doubled from 
this source. 

At the dinner an organization was completed 
for soliciting sums of money from the laity, 
and notable results should soon be expected from 
this new drive. Those graduates who have not 
yet sent in their donations should do so as soon 
as possible in order that as large a number as 
possible of the alumni shall be enrolled. 


A Letter To Dr. Evtiott P. Jostin, CHAIRMAN OF THE 
COMMITTEE APPOINTED TO SUBSCRIPTIONS 
TO THE Harvard ScHoot Dormitory FunpD 


311 Beacon St., March 23d, 1924. 
Dear Dr. Joslin: 

Not having been at previous meetings on the sub- 
ject of the Dormitory, I was not sure last night that 
what I have to say might not be an old story. Still 
in the discussion of last night it was not clear to me 
that those present had the same conception of the 
situation that has been uppermost in my mind; I, 
therefore, submit it to you for what value you may 
attach to it. At least it seems to me desirable that 
all of us who may attempt to obtain funds for the 
dormitory shall be in possession of all of the best 
reasons, from whatever sources, that can be adduced 
to influence donors to give. 

First, as to the need for the Dormitory: 

The first thought that comes to many when the 
plan to build a dormitory for the Medical School 
is broached is to question its necessity. My own 
first thought, and that of one who was mentioned last 
might who had written me, was that the plan would 
only provide convenience and economy, and perhaps 
some luxury and not wholly desirable distraction, to 
a group of men who have been getting along perfect- 
ly well in the past. This view leads those who hold 
it to regard the Dormitory merely as a charity to 
the medical student. Under this view alone it seems 
to me necessary to admit that this charity should 
rank low among other worthy causes, in its claim 
for donations. 

But this view misses the conception that has tardi- 
ly grown in my mind, which I here attempt to de- 
scribe. 

The Harvard Medical School was founded years 
ago by doctors and by laymen in order to supply its 
community with better medical attendance. It, like 
most other medical schools, has continued as a day- 
school, receiving of late, it is true, only men who 


have already been under university influence, but 
still, itself, functioning only as a day-school. It has 
devoted itself almost exclusively to the teaching of 
medical facts and theories in a formal curriculum. 
Like other day-schools it has exerted only an in- 
cidental and casual influence upon the daily lives 
and the characters of its students. In other words, 
it has not been able to develop an atmosphere and 
traditions among its students to the extent that is 
desirable. No doubt it has improved in this re- 
gard. When most of those who attended your din- 
mer were students the only social atmosphere direct- 
ly under the auspices of the School was that of the 
Smoking Room under the stairs, which was not whol- 
ly creditable. I am sure that better influences have 
since been at work. The fraternity system has un- 
doubtedly done much. But the fact remains that the 
Medical School is still, officially, only an institution 
for teaching. leaving its students to lead their own 
lives, except in the class-rooms, unaffected by any 
social influence of the school. 

It is true that graduates of the Harvard Medical 
School, as a class, stand high in character, as well 
as in knowledge, in comparison with graduates of 
other schools, but this must be attributed to the in- 
cidental circumstances of their training. If such in- 
fluences can be made more than incidental, the stand- 
ard will unquestionably be still higher. 

Now, it seems to me that character, in graduates 
of a university, of a medical school, or of a hospital, 
depends chiefly upon the traditions, associations and 
atmosphere, that obtain among the students. Con- 
spicuous examples of traditions of conscientious work 
are presented by the standards handed down, year 
after year, among the house-officers of our 
hospitals. Such traditions, when once they are estab- 
lished, tend strongly to maintain themselves. But 
to establish such traditions, and also to continue them 
without deterioration, an institution must exercise 
guidance, not only in the class-room but in other 
phases of the students’ lives. With the students 
scattered as at present little can be done in this 
direction. With a dormitory, and social center, such 
as is proposed, a college atmosphere would at once 
come into being, and could be made what those in 
charge of the Medical School want to make it. 

I look upon the dormitory plan, therefore, as a plan 
to convert a day-school of medicine into a college 
of medicine,—an institution which will build char- 
acter among its students as a college does in contrast 
to a business school. If the plan is accomplished and 
properly built upon, I look forward with confidence 
to seeing a degree from the Harvard Medical School 
accepted more than at present as a hall-mark of 
character, as well as of knowledge, among physicians, 
as graduation in arts from Harvard or from Yale 
causes a man to stand out in the lay community. 

Thoughtful persons, both medical and non-medical, 
will easily understand that in the doctors of the fu- 
ture sound character is even more to be desired than 
extraordinary medical knowledge, and will, I am sure, 
support a well-conceived plan to further this end. 


Second, as to reasons for giving: 


The Harvard Medical School is an institution which 
was founded, and has become what it is, chiefly by 
donations. I think I am correct in saying that it has 
never met its expenses through tuition fees. At least 
in the twenty-five years of my knowledge of it, the 
amounts received for tuition have paid at most about 
one-fifth of its annual expenses. This means that 
for each of us who paid tuition fees to the school, 
the school had to receive at least four times the 
amount of our fees from other sources, to continue in 
operation. This statement is an extreme one, since 
in these expenses of the school are included the 
cost of research, for which the student could not 
fairly be expected to pay. Still the fact is unquestion- 
able that the education of each of us cost the school 
far more than we paid for it. In receiving instruc- 
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terest, but I can assure you that it ought not to be 


‘ion at the school at less than cost, therefore, we have 
‘ll incurred a moral debt. 


80. 

: . rsons. who have even un- I will speak specifically of a case in Spencer. Some 
debt. will not be satis. |time ago a Chiropractor (I probably should not digni- 
sed when they become conscious of it in later life, to fy the title with a capital) came to Spencer. He hired 

‘low the debt to remain undischarged. Most of rooms of a widow who lives here, and who recently 
‘hose who attended your dinner, I believe, have al-|inherited the property, and set about to furnish them 
-oady discharged their debt in the years since their serene the intention of embarking on a purpose to 
«raduation by means of services rendered. But the — the laws of the State of Massachusetts. The 
vreat majority of all graduates should welcome this rod who rented the rooms is a person of unimpeach- 
pportunity to discharge their obligation by subserib- | &ble Christian character, but I am told that, though 
ing to this Dormitory Fund. she knows his work is illegal, she condones it with 

Rut I do not consider that the duty of discharging |'he excuse that the man is the subject of persecution. 
this debt is wholly a personal one with each graduate. he informed that she cannot understand why physi- 
No doubt for nearly every graduate there are many |“ should want to persecute such a person. 
persons who have profited by his education in medi-| _ 1 called up the man’s uncle to find out if he knew 
vine to an extent far greater, if it can be measured |'he laws of the State. As a result of my questioning, 
in money at all, than they have paid him in fees. To the chiropractor came to my office. During our con- 
these, it seems to me, belongs the greater part of the ty I told him that he was subject to the laws 
moral debt, which may be discharged, in part, through |! the State, and would be liable for practicing, or 
contributing to the Dormitery Fund. attempting to practice, his so-called profession. He 

Furthermore, the Medical School was founded and |“#id he knew that was so, but that he expected to be 
has been supported in the pust largely by those who arrested, and would go to jail when the time came, 
either by benevolence or by self-interest wished to and when released, would begin again, and suffer 
aid the advance of medical education. The reason |™-@rrests until such a time as he and his associates 
for these motives has not diminished. Benevolent and|¢Te recognized, and licensed. I asked him if it is 
far-sighted persons who are in a position to give true that the chiropractors’ association is backing the 
money to raise the standards of doctors of the future oe in such a move, and paying their fines and 
may well consider it an opportunity and a privilege |'°°*- He admitted that this is so in part, stating 
to contribute to this fund. that there was a sum of money available for at- 

The above gives, as well as I can formulate them, my | rneys fees, etc., but that they preferred to go to 
reasons for supporting the movement to build the jail rather than pay fines as the fines were used to 
Dormitory. If there are errors or v‘sionary factors — persecute them. 
in my conception I shall be grateful if you will point here is no question that the chiropractors are 
them out to me. If, on the other hand, these thoughts deliberately making Massachusetts a field in which 
or this expression of them are of any use to you, I/' try to bring about recognition. Do all the regular 
offer them to you freely to use as you wish. medical practitioners of the State realize it? Is it 

Yours sincerely, not our duty to take the time to instruct all our pa- 

Francis W. PALFREY. tients individually in regard to the reasons for our 

opposition to such a set of people? Should we not 

say that we do not object to any form of practice a 
‘ man may wish to use, so long as he has a real medical 
News 3tem training and is competent to diagnose disease, and 
by being so competent refrain from possible injury 
to the individual and the public? The chiropractors 

THe Lawrence Mepicat CLius.—The monthly make ae diagnose. In fact they tell you 

i av evening,|'hat there is no disease as we medical men look upon 
the Rai it. but that all the ailments and abnormalities of the 
= ’ oo. Ww > ary - individual, whether it be of the throat, stomach, or 
‘avern, Methuen. Chairman for the evening,|pig toe. are due to impingement on nerves impeding 
lfarold M. Allen, M.D. Subject: Mental Hy- 


their natural flow of energy, and therefore relief of 
iene, by George K. Pratt, M.D., of Boston.|®"Y condition is brought about by their spinal manipu- 


A . lations. God save the public! As a rule the public 
n the discussion of matters affecting public is so easily swayed by sentiment, that we should 
health now under consideration in the Legisla- 


, , ; block sentiment in favor of such a cult by getting 
‘ure it was forcibly emphasized as to serious-|husy NOW. 


ness to the public of allowing untrained indi- You know the channels in which these uestions 
: oat should be dealt with legally, The pencer 
viduals to have any recognition by the State, is a product of the Paliier School of Davenport, class 
as persons fit to treat disease. It was the senti- 


of 1922, and is at present in his office here in the 
ment that the followers of the fad of ‘‘chiro-| Marsh block. I understand that he has had at least 
‘ractor’’ should pass the same examinations as|°"¢ patient, so it is time action were begun in his 
j 


ony other citizen who desires to treat the sick.|“"™ 


Very truly yours, 
Joun RicHarp Fow M.D. 


Gorrespondence {Note:—The Editor reported this case to the Board of Regie- 


tration in Medicine for appropriate action. As previously suggested 
in the Journat, if every doctor would write and get one 
tion to this > ich, if enacted, w a 
THE ATTITUDE OF CHIROPRACTORS the matter would fe taken ease of.) 
Editor: 


's the medical profession of the State as a whole| MEDICAL STAFF OF THE GRENFELL MISSION 
ware of the exact status of the cults and irregular 
<ctitioners in this State? 

} am afraid that if the same question were asked | Mr. Editor: : 
« individually, the reply would be in the negative.| There are several vacancies to be filled on the Medi- 
‘: is only when these cases are found close at hand | cal staff of the Grenfell Mission in North New found- 
“ot we look upon them with any great degree of in-|land and Labrador for the ensuing yoar. I quote 


' Boston, March 22, 1924. 
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from a letter of Col. Arthur F. Cosby, Executive Offi- 
cer of the International Grenfell Association, to Dr. 
John M. Little. 

“Dr. Curtis will be out next winter, and we want 
both a medical officer in charge at St. Anthony, and 
a house officer. As we must have a man of some 
experience for this responsible post, and a first rate 
man, and such men are ordinarily engrossed in their 
own practice, it seems to me that the ideal thing 
would be to find a practicing doctor who wanted a 
vacation for his health. Strenuous city life now-a- 
days breaks down nearly everybody, and instead of 
our medical friend going to California or Florida 
at his own expense, why not send him North for 
the winter (which is certainly healthful), let him 
get the complete change by way of rest, and add a 
unique experience at our expense.” 

In addition to the openings mentioned above, the 
following posts must be filled: 

Battle Harbor—doctor for summer and winter. 

Ha nt doctor to replace Dr. Frost 
on July 1. 


Indian Harbor—House officer for the summer to 
assist Dr. Paddon. 

To anyone interested I will be glad to furnish all 
details as to the nature and extent of the work at 
each station, the salary offered, and the many de- 
dightful experiences which a sojourn in that North- 
ern country furnishes. 

Respectfully yours, 
Epwitn HAYDEN, 

252 Marlborough St. Tel. B. B. 4040. 


M.D., 


SPECIALISM VERSUS COMPETENCE 


New York, N. Y., March 18, 1924. 
Editor of the Boston MEpICcAL AND SuRGICAL JOURNAL, 
Dear Sir: 

I have just read your editorial “Specialism Versus 
Competence” with much interest. The queries you 
ask at the end of it are indeed important and timely. 
I am one of those who deplore the loss of the doctor 
with an all around appreciation of bodily ailments 
and how to care for them intelligently and with sym- 
pathy. Many of us when ill do not know to whom 
to turn with confidence as to the outlook for us. 
We feel that really no one nowadays who is pre- 
sumed to be in advance and a tried practitioner has 
more than a limited knowledge of the body and its 

‘hen it is ill. 

How can it be otherwise? No physician except a 
poor one can believe that the best expert knowledge 
should pass a final verdict of care and treatment, un- 
less it meets the sincere endorsement of the good 
family practitioner—and at present, where are they 
to be found? I confess I know of only a few in this 
great city in whom I would have absolute confidence 
for the final dictum: And surely, what is true of my- 
self is true of not a few I come in contact with and 
hear their judgment in regard to present-day prac- 
tice of medicine. 

When and how shall we have a saner and more 
satisfactory thinking and doing? Only, as I believe, 
, when the general practitioner of later date, is con- 

sidered by everyone as the best final control of ill- 


ness and of health. 

Yours sincerely, 

BEVERLEY RosBINSON. 
129 East 3i1st St. 


THE HEALTH OF GERMAN CHILDREN 
{From Our Special Correspondent) 


The British Medical Journal recently published an 
admirable summary of a lecture on the “Present State 
of Germany.” Unfortunately, the lecturer, who had 
exceptional opportunities for observation, says noth- 


ing directly about the dietary of German children; 
he points out, however, that inflation has impoverished 
the middle and working classes. It is clearly im- 
possible to buy sufficient food with this depreciated 
currency. Inflation is the deliberate policy of gov- 
ernment and industrialists, whose object it is to un- 
dersell competitors on the world’s markets. Educated 
Germans ascribe their present distress to three 
causes: inflation, speculation in foodstuffs, low wages. 
In Germany today the speculation in foodstuffs takes 
the very worst form—-the withholding of milk, eggs, 
flour, and vegetables by farmers and dealers in order 
to obtain higher prices. For much, if not all, of the 
distress in Germany, the German Wiicher, veritable 
sleuth-hounds in pursuit of money, are responsible. 

In view of the press reports of the starvation of 
children in Germany, it is desirable to ascertain the 
truth of statements which have profoundly shocked 
the American people. Apart from charity and pity, 
which the sufferings of children inevitably excite, 
the question is one with which the physician is 
peculiarly qualified to deal. He has to handle facts, 
in place of things imagined, developed, that is, from 
within. He has the hardest, most invidious of tasks 
before him: the presentation of a reality which is 
not the same reality that his sympathies would tempt 
him to portray. Starvation is a relative term; the 
condition, as experience shows, exists in various 
stages and has many forms. It is a curious fact that 
earlier physiological studies, even by medico-legal ex- 
perts, like Orfila, Henke and Casper, were 
wrong; they were the victims of the superstition of 
evidence which made them believe that a man could 
not fast for more than twelve days and live. The 
terrible experience of the war proves that even chil- 
dren can linger for weeks on a diet which the sub- 
ject of one of Henke’s studies could not support for 
more than five days. The lack of exact knowledge 
is, no doubt, a serious drawback in anyone who de- 
sires to form a correct judgment of conditions in 
Germany. The best judgment is supplied by one who 
has lived there for years, and in immediate contact 
with different classes of the people. He is in the 
position to be the most accurate, skillful appraiser 
of the facts. He has been on the spot, and all the 
details he gives are authentic. He should be able 
to collect a quantity of information hitherto unknown 
to the public, and he should feel bound to sift all 
his evidence with caution. And what he has not him- 
self seen, he can supplement, if he knows the lan- 
guages, with the testimony of witnesses in other 
countries. 

An instance of this kind of evidence is little known, 
and was given by a Swedish writer who compared 
the physique, mentality and qualifications for earn- 
ing their living, of German and Swedish children 
born since 1914. The German children were found 
to be on the average inferior in strength, weight, and 
intellect to the Swedes; they were more sluggish, 
had slower nerve reactions, and mental perceptions 
in the efficiency tests. The dietary of the German 
children consisted chiefly of a thin grits soup, black 
bread, potatoes, cabbage, and substitute coffee, made 
with condensed milk, or cocoa made with water. The 
older children had scraps of meat once or twice a 
week, the nurslings milk. But cow's milk was often 
“ropy,” or suggested a kind of taint caused by a want 
of cleanliness about the milk pans—in other words, 
bacterial growth. The “fresh” milk which the writer 
has seen is not very appetizing, and would be loathed 
by American children who have been accustomed to 
certified milk, prepared with a cleanliness that makes 
it both tempting and wholesome. The deficiency of 
fat and sugar in this diet is very obvious, and it is 
certain that such fare would be repulsive to the 
average American child. 

It is important to note that this dietary was that 
of city children of the poorer classes. In the country 
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districts and in small towns the fare is generally 
better. The “picture,” as the Germans say, is one 
of light and deep shadows. Thus it is wonderful 
to see these children, after a dinner of black bread 
and heavy, unsweetened cake, come out on Sundays 
and holidays, looking fresh and rosy in their good 
clothes, the little girls in white and the boys in very 
respectable dark or sailor suits. There are some 
pinched and pallid faces, and the children are too 
thin, but fortunately the signs of starvation are not 
here. When this is pointed out to Germans, they 
invariably answer that the starving children are not 
seen on the streets, they lie in bed, either because 
they are too weak to get up, or feel their sufferings ; 
less. There is no doubt that many children are kept Dr Georce W. Swert, the originator of. “Dr. 
in bed by lack of food, and many others are in hospi-| Swett’s Root Beer,” a well known beverage forty years 
tals, for German charity is both generous and well|ngo, died at the great age of ninety-three, at his home 
organized. in Malden, March 14, 1924. 

During the last eight months the position in Ger- A native of St. Stephen. N. B., he graduated from 
many bas grown much worse and the specter of fam- 


oe yg og of the University of the City 
has appeared much nearer. When the mark fell of New Yor 
oe million to the dollar, a workman found his wages 


in 1858. practiced medicine for a time, 
barely sufficient for food. There was nothing left for 


managed a drug store and, finding his root beer so 
popular, went into the business of making it. 

shoes, clothes, fuel, and washing. The shopkeepers 

and government then introduced a grin 


During the eighties it was sold in a shop on News- 
ding system 
of “gold” marks, “reutenmarks,” fictitious values, but 


paper Row, Washington Street, Boston, presided over 
by Dr. Swett himself. He retired many years ago. 
extremely costly to the man who received his wages 


stronger and older ones do not show the evidences 
sO much as the younger ones, whose thin blood flows 
langnidly in consequence of their half-starved con- 
dition. Of these children. statistics of the German 
government, published in English by the Lancet, show 
that the class born in 1914 have suffered the most. 
Apparently human beings can be trained to self- 
denial and want, and it should be some comfort to 
charitable Americans to be told that there are plenty 
of fat, rosy-cheeked children still to be seen in Ger- 
many. 


DEATH NOTICE 


in marks, which he had to convert into purely 
lene values; that is to say, gold marks were NOTI 
a ry 
quoted at par. As a result the professional and wage- CES 


earning classes were still further impoverished; 
cheques, by the German law, must be drawn in paper 
marks, and the large corporations, of course, pay 
their workmen in the same currency. 

It is fairly obvious that the remedy is to force the 
German profiteer to sell food at prices which the man 
with children can afford to pay. A reform of the 
currency is the first step. But so far from apply- 
ing this corrective, in August the banks and trades- 
men began a new system of inflation by issuing 
cheques instead of cash for ready money payment. 
The mark fell to a billion to the dollar, then to a 
hundred billion or milliards, while prices on the home 
liter of milk at this time m It is expressly sti 
This was the beginning of a grave scarcity of receives ‘the book 
visions in the towns and cities, a scarcity sth ee form, and that he shall deposit one copy of the work 
naturally had an evil influence upon the hea ‘will in the Samuel D. Gross Library of the Philadelphia 
the children. Specific facts, carefully gathered, nil-| “cademy of Surgery, and that on the title page it 
show the true state of affairs. The dietary of chil| nail be stated that to the essay was awartied the 
dren in the better families of the middle classes Was! sa iuel D. Gross Prize of the Philadelphia Academy 
of fair quality, except the tea and coffee, but want- of Surgery. 
ing im quality and variety. Black bread and coffee} my. ‘assays, which must be written by a single 
(without milk or sugar) for breakfast, a second ped author in the English language, should be sent to the 
“zweites Frtihstuck” for those who required it, at) wprosctees of the Samuel D. Gross Prize of the Phila- 
10 o'clock, of bread and weak broth, or sausage (iD| qaipnia Academy of Surgery, care of the College of 
families with some means), soup, potatoes with let- Physicians, 19 S. 22d St., Philadelphia,” on or before 
tuce and spinach, or cabbage, homely puddings for) January 1, 1925. 
dinner, coffee or tea and bread, “Abenbrod,” at 4) pach essay must be typewritten, distinguished 
o'clock, and soup and bread for supper. At lunch,|»y 9 motto, and accompanied by a sealed envelope 
bread and cocoa for the school children. The alloW-|),aring:the same motto, containing the name and ad- 
ance of bread was strictly limited, two pieces being} gress of the writer. No envelope will be opened 
usually the most that was given. Oatmeal porridge| except that which accompanies the successful essay. 
was often served at supper. To some children por-| The Committee will return the unsuccessful essays 
ridge is distasteful, and consequently unwholesome,| jf reclaimed by their respective writers, or their 
even when properly made; in poor families it was! agents, within one year. 
not merely ill cooked but served without the fruit} The Committee reserves the right to make no award 
sauce that made it tolerable. if the essays submitted are not considered worthy 

People who have been engaged in feeding German/|of the prize. 
children are aware that this dietary requires the 
addition of fat and proteins. These substances can 


PHILADELPHIA ACADEMY OF SURGERY 
THE SAMUEL D. GROSS PRIZE—FIFTEEN HUNDRED DOLLARS 


Essays will be received in competition for the prize 
until January 1, 1925. 

The conditions annexed by the testator are that 
the prize “shall be awarded every five years to the 
writer of the best original essay, not exceeding one 
hundred and fifty printed pages, octavo, in length, 
illustrative of some subject in Surgical Pathology or 
Surgical Practice, founded upon original inv - 


estiga 
tions, the candidates for the prize to be American 
citizens.” 


J. Tayuor, M.D., 


Joun H. Jopson, M.D., 
if the farmers can be induced to sell beans, meat, Epwarp B. Hopcg, M_D., 
milk, and bacon at reasonable prices. There is no 
doubt that the health of children has been undermined 


Trustees. 
owing to the lack of these nourishing foods; the 


Philadelphia, March 15, 1924. 
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ANNOUNCEMENT 


A clinie for the treatment of malignant diseases, 
and all other conditions properly coming under the 
realm of radium and x-ray therapy, has been opened 
at the Carney Hospital. 

It is the purpose of this clinic to take advantage of 
every known means, to the end that the best possible 
treatment may be applied to these diseases. Hence, 
the services of the doctors in all the various depart- 
ments will be enlisted in order to arrive at the proper 
diagnosis and to form collective judgment regarding 
the best treatment to be pursued. 

Hitherto, it has always been necessary when radi- 
um and x-ray were essential to the treatment of a 
malignancy, to send the patient to another hospital, 
where these agents were available. Now, the Car- 
ney Hospital is equipped with sufficient radium to 
make this change unnecessary. 

Thursday afternoon of each week, beginning at 
2 p.m., has been set aside for the examination of pa- 
tients admitted for diagnosis and treatment. 

The clinic will be under the direct supervision of 
Dr. Charles Whelan, who will have as consultants, 
Drs. F. W. Johnson, John T. Bottomley, A. J. Leary, 
Daniel F. Mahoney, A. McKay Fraser, L. E. Phaneuf, 
J. F. Fennessey, Edward J. Denning, W. Russell Me- 
Ausland, Andrew R. McAusland, T. J. Shanahan, E. 
F. Hurley, and Wm. Hennessey. 


THE NEW ENGLAND OTOLOGICAL AND 
LARYNGOLOGICAL SOCIETY 


The regular meeting of the Society will be held on 
Wednesday, April 9, 1924, at the Boston Medical Li- 
brary, 8 the Fenway, at 7:45 p.m. 

4:30 p.m.—CLINICAL MEETING, at the Massachu- 
setts Charitable Eye & Ear Infirmary. 

Demonstration of cases under the direction of the 
Staffs of the Massachusetts General Hospital Throat 
Department and the Massachusetts Charitable Eye 
and Ear Infirmary. 

7:45 p.m.—REGULAR MEETING OF THE Society. Pro- 


gram: 
_ 1. The Importance of Early Education in Lip 

Reading for the Deaf. 

Miss C. L. Olin and Miss Mildred Kennedy, Speech 
Readers Guild. 

2. The Derangement of the Internal Secretion in 
Certain Obscure Conditions of the Ears and Upper 
Respiratory Tract; Their Diagnosis and Treatment. 

Dr. Charles H. Lawrence. 

3. Naso-pharyngeal Obstruction and Malnutrition. 

Dr. William R. P. Emerson. 

4. Report of a Case of Cerebellar Abscess. 

Dr. Charles T. Porter. 

5. In Memoriam—Dr. Edward M. Plummer. 

Remarks by—Dr. Harris F. Mosher. 

In Memoriam—Dr. George A. Leland. 

Remarks by—Dr. Charles R. C. Borden. 

In Memoriam—Dr. Nolton Bigelow. 

Remarks by—Dr. Gordon Berry. 

Refreshments. 


—D. HARoLp WALKER, President. 
JouNn H. BiopGert, Secretary. 


NEW ENGLAND PEDIATRIC SOCIETY 


The eighty-fifth meeting of the New England Pedi- 
atric Society will be held at the Boston Medical Li- 
brary on Friday, April 11, 1924, at 8:15 p.m. The 
following papers will be read: 

1. Pigment and Iron in the Infant’s Diet—Their 
Relation to Alimentary Anemia. 

Lewis Webb Hill, M.D., Boston. 
2. Mortality in the Surgical Diseases of Children. 
George D. Cutler, M.D., Boston. 


3. Certain Aspects of Calcium Metabolism in In- 
fants. 


Bengt L. K. Hamilton, M.D., Stockholm. 
— refreshments will be served after the meet- 


ing 
Epwin H. Pace, M.D., President. 
JoserpH GARLAND, M.D., Secretary. 


THE HARVARD MEDICAL SOCIETY 


The next regular meeting of the Harvard Medical 
Society will be held as usual in the amphitheatre of 
the Peter Bent Brigham Hospital, April 8th, 1924, at 
8.15 p.m. The program follows: 

Symposium on Some Experimental and Clinical Ex- 
periences in the Surgery of the Heart. 

1. Angina Pectoris. 

2. Mitral Stenosis. Drs. C. S. Beck, E. C. Cutler, 
J. Fine and 8S. H. Levine. 

All members of the Medical Profession, Medical 
Students and Nurses are invited. 

GILsertT Horrax, M.D., Secretary. 


THE NEW ENGLAND DERMATOLOGICAL 
SOCIETY 


The annual meeting of the New England Derma- 
tological Society will be held at the Boston City Hos- 
pital, in the Surgical Amphitheatre, on April 9, 1924, 


‘Jat three o'clock. All physicians who are interested 


are invited to attend. 
Cc. Guy Lang, Secretary. 


wil be to Mow thay 2, 1906. 
—Annual meeting at Lawrence General Hospital, 


Essez South District Medical Society: 


7, 1924:—Annual ing, 


Hampshire District Medical Society: 


Meetings held bi-monthly, the = Wednesday month, 
at Boyden’s Restaurant, ortham oo 


Middlesez South District Society: 
April, 1924:—Annual meeting. 
Norfolk South District: oe Thursday month 
a May, at United States Hotel, Boston 
The May meeting a sated meeting. 
Suffolk District Medical Society: 


A 1924 :—Annual meeting to be Boston Medi- 
af @ Ge 


"Were District :—The meetings for the year are as follows: 
10—A lic meeting. 
yng AND NATIONAL SOCIBTIEG 


nay, Apel, ry ay 


May 1-2-3: an 
will meet at The Ambassador, Atlan 


Clinical Association 
tic City, for its annual con- 
June 8 and 4:—American Urological Association Ambassador 
Hotel, Atlantic City, N. J. = 
—. 


SPECIAL NOTICE 


The Boston Medical Library, permanent headquar- 
ters of the Massachusetts Medical Society, 8 The Fen- 
way, Boston, desires contributions of books, periodi- 
cals, pamphlets, medical photographs and autographs, 
and whatever relates to medicine. Do not throw away 
or sell for junk anything of a medical or scientific 
nature, no matter how worthless it ony A seem, without 
first giving the — the privilege of examination. 


SOCIETY MEETINGS 
DISTRICT SOCIBTIBS 
Bristol South 
The annual 
Essez North: 
May 7, 1924. 
Franklin District :—Society meets at Greenfield the second Tues- 
day of March, May, July, September. Annual meeting in May. 
Hampden District :—The meetings for the year are as follows: 
April, 1924, at Springfield; annual meeting. 


